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OPERATIVE SURGERY AND TECHNIQUE 


Capelle: Postoperative Thrombosis and Embolism 
(Einiges zur Frage der postoperativen Thromboem- 
bolie). Beitr. z. klin. Chir., 1920, cxix, 485. 


Emboli are of two basic types depending on the 
location and height of the occlusion. Small clots 
enter deeply into the lung tissue toward the periph- 
ery and in such cases the syndrome is essentially 
pleuropneumonic. Large clots in the pulmonary 
artery or its main branches obstruct the circulation. 
In the clinical picture shock, cardiac syncope, and 
asphyxia predominate until death. Embolic pleuro- 
pneumonias are indicated frequently by bloody 
sputum but not always. The presence or absence 
of this symptom depends upon the establishment of 
collateral circulation in the blocked area. Throm- 
bosis of the lower half of the body or varices pre- 
disposing to such thrombosis were found in only 


4 of 11 cases. The usual right sided location, especial- © 


ly in the lower lung areas—13 out of 15 cases—is 
almost a pathognomonic sign. In 12 cases the 
condition followed a laparotomy. 

Aspiration pneumonia begins almost immediately 
and hypostatic pneumonias in the first few days 
after operation. Embolic pneumonia and embolism 
of large vessels usually do not develop until some 
time later. In most of the cases reviewed by the 
author the condition began between six and fifteen 
days after the operation. As a rule the first symp- 
tom is severe pleuritic pain. This is followed shortly 
by a rub due to an associated pleuritis. 

In 26 clinical cases of embolism the diagnosis was 
found to be incorrect in 9, almost one-third. Either 
cardiac failure with sudden onset was mistaken for 
an embolism or embolism was overlooked because 
of failing heart action. Myocardial dysfunction 
predisposes less to embolism than to thrombosis 
whereas good cardiac action predisposes less to 
thrombosis and more to embolism if peripheral 
thromboses are present. The diagnosis of pul- 
monary embolism therefore depends upon a severe 


disturbance of the pulmonary circulation, i.e., a 
general clinical picture. There is no pathognomonic 
symptom. The significance of prodromal increase 
in the pulse rate, peripheral thrombosis, and em- 
bolic cardiac murmurs is uncertain. 

In 2 cases operative interference was attempted 
upon patients who were dying but was unsuccess- 
ful. Nine patients died during the first five min- 
utes of the first attack. In 6 of the remaining 8 cases 
the final attack was preceded by several others. 
Two patients survived the attack, and 1 had been 
discharged from the hospital when the embolism 
ended his life. 

The author discusses also the technique of opera- 
tion and its indications. Bogst (Z). 


ASEPTIC AND ANTISEPTIC SURGERY 


Specht, O.: The Therapeutic Application of Vuzin 
in Civil Surgery (Ueber die therapeutische An- 
wendung des Vuzins in der Friedenschirurgie). 
Beitr. z. klin. Chir., 1920, cxix, 288. 


Bier was the first to introduce into surgical prac- 
tice the use of eucupin, the quinine derivative 
isolated by Morgenroth and Tugendreich. He 
employed this substance in the prophylactic treat- 
ment of war injuries. Klapp used the more effective 
quinine derivative, vuzin. According to laboratory 
experiments, vuzin is able to kill staphylococci and 
streptococci. A further advantage is its comparative 
harmlessness to the tissues. Klapp developed the 
technique of its use more exactly and claims that he 
has obtained relatively good results with it. 

The author observed generally good results from 
the use of the drug as a prophylactic agent in freshly 
infected wounds on the battle field. Later its 
therapeutic possibilities became recognized. Men- 
tion is made of the early therapeutic experiments of 
Bier who undertook to treat walled-off abscesses 
and carbuncles with vuzin. Bier established the 
fact that vuzin injected into wounds does not kill 
the bacteria but diminishes their virulence, and 
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thus enables the body to overcome the infection by 
its natural resistance. These conclusions have been 
confirmed in part by other investigators. 

At the Giessen Clinic vuzin was tested in the 
treatment of closed abscesses, circumscribed phleg- 
mons, and tendon-sheath suppurations. In cases 
of pyemia it was injected intravenously. In addition 
to the use of vuzin, only the necessary surgical 
measures were undertaken. The abscesses were 
punctured, the pus allowed to drain, and the cavity 
then filled with a o.2 per cent solution of vuzin- 
novocaine. It was found that this treatment had no 
advantage over free incision, the technique of which 
is more simple. Circumscribed phlegmons and 
carbuncles require injections around and underneath 
the affected area. These injections must be repeated 
often, and moist dressings must be applied frequently. 
In the cases reviewed the results were similar to 
those obtained in closed abscesses; they were good 
but did not surpass the results given by the common 
methods of treatment. In such cases a simple incision 
and moist applications are all that is necessary. 

In the treatment of far-advanced phlegmons and 
tendon-sheath suppurations with vuzin small in- 
cisions were made over the infected tendons and a 
©.2 per cent vuzin-novocaine solution was injected 
into the sound tissues surrounding the infected area 
until the drug came out of the incisions. For the 
next few days the wound was covered with vuzin 
dressings. In almost every case a phlegmon of the 
palm of the hand was overcome either primarily or 
secondarily. After the injection a strikingly severe 
inflammatory cedema developed which at first was 
very painful but disappeared within four or five 
days. Undoubtedly this is a great disadvantage 
in the method under discussion. In three cases. 
after the subsidence of the inflammatory cedema 
secondary abscesses developed in the region of the 
injection. From the general results the author 
concludes that local vuzin treatment is not to be 
recommended for advanced phlegmon and tendon- 
sheath infections. More can be accomplished by 
surgical measures alone. 

Four cases of pyemia treated by intravenous 
injections of vuzin are discussed. In one case slow 
but permanent improvement set in after fourteen 
days. Whether the vuzin was responsible for this 
or not it is difficult to state. In one case, however, 
the vessel wall was severely damaged by the vuzin. 

In summarizing. the author states that the treat- 
ment of closed abscesses with vuzin cannot compete 
with the usual surgical measures. In advanced 
phlegmons the method has totally failed. In gen- 
eralized bacteremia the intravenous administration 
of vuzin has not proved definitely satisfactory. 

(Z). 


Steinmann, F.: Antisepsis with Gaseous Antisep- 
tics (Antisepsis mit gasfoermigen Antisepticis). 
Schweiz. med. Wehnschr., 1920. 1, 509. 

Since 1913 Steinmann has used a continuous 
oxygen stream in the treatment of foul-smelling 


abscesses. The oxygen is admitted into the wound 
through a drain, and leaves the abscess through 
another drain. When the abscess is situated in the 
abdominal cavity the treatment is undertaken only 
after the suppuration has become walled off. When 
the suppuration is generalized in the lower peritoneal 
cavity a rubber drain is inserted at the lowest point 
of the pelvis and the oxygen treatment is begun on 
the third or fourth day. The oxygen is allowed to 
enter under a pressure of from 20 to 25 cm. of water. 
Its effect is seen in the disappearance of the foul 
odor within from one-half to two days, in the rapid 
drying up of the secretion which soon makes it 
possible to shorten the drain and then to remove it 
entirely, and in the formation of normal granulation 
tissue. 

This method of treatment may be applied also to 
empyema, periostitis of the mandible, and sup- 
purative gunshot fractures. Oxygen is a very effec- 
tive and harmless antiseptic in anaerobic or mixed 
infections. Instead of pure oxygen the oxygen in 
the air may be utilized, the stream of air being passed 
into the wound through a rubber tube by a hydro- 
static blast or an electric air pump. This method 
is somewhat slower. The patient is able to care for 
the apparatus himself. Occlusion of the opening of 
the tube is prevented by cleaning the catheter once 
or twice a day and by covering the wound with a 
thin antiseptic dressing. The effect of the method is 
partly mechanical, the pus being drained from the 
bottom of the abscess, and is due partly to the drying 
effect of the oxygen. The chief action, however, is of 
a chemical antiseptic nature. Chudiakow has shown 
beyond dispute that oxygen first weakens the pro- 
ductiveness of anaerobes and later kills the bacteria 
and their spores. On aerobic organisms Joris found 
that it has no special bactericidal effect but the 
power of the bacteria is sapped and their toxins are 
destroyed by oxidation. Joris believes that oxygen 
causes a leucocytosis and thus increases phagocy 
tosis. 

According to DeMoor’s experiments, even the 
aerobes do not tolerate an excess of oxygen very well. 
Lippens also found that their virulence is dimin- 
ished by oxygen, the decrease becoming greater the 
more these organisms assume the characters of 
anaerobic bacteria. Ries went a step further, 
studying the effect of volatilized iodine, formalin 
solution, chloroform, eucalyptol, ether, etc. For- 
malin, when mixed with air or oxygen, dried 
up a suppurative area in a few hours. For this 
purpose a 1 per cent solution is necessary. A 1o per 
cent solution of tincture of iodine helped to stop 
the exudate through its powerful effect on the aerobes. 
The chloroform mixture sterilized the dressings in 
three minutes and was found to kill lice and nits 
all pyogenic organisms, and even the spores of 
bacteria. 

By this gaseous method many drugs which in 
liquid form are valueless as antiseptics are rendered 
effective. Moreover, the dosage necessary is smaller 
and its effect persists longer. Bort (Z). 
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ANZSTHESIA 


Carter, W. S.: The Effect of Ether Anzsthesia on 
the Alkali Reserve; An Experimental Study. 
Arch. Int. Med., 1920, xxvi, 319. 


Carter states that many of the observations to 
determine the influence of anesthesia on the alkali 
reserve have been made on patients after surgical 
operations. As the alkali reserve may be decreased 
by the restricted diet or fasting preparatory to 
surgical operations and as the same condition is 
usually present in surgical shock, such determina- 
tions should be made on animals. 

The conclusions reached from experimental study 
are summarized as follows: 

1. Ordinary ether anesthesia, without any of 
the contributing conditions which attend surgical 
operations, causes a distinct decrease in the alkali 
reserve. The decrease in the carbon dioxide com- 
bining capacity of the blood of dogs is usually from 6 
to 8 volumes per cent. 

2. The diminution occurs almost entirely after 
the first hour and is in direct proportion to the dura- 
tion of the anesthesia. 

3. The decrease in the alkali reserve is actual 
and not an apparent condition due to hyperpncea. 
The latter is most marked early in the anesthesia 
but there is little or no de-alkalization during the 
first hour. The usual decrease occurs when the 
anesthesia is maintained by artificial respiration 
which provides a uniform respiratory volume; also 
when the animal breathes an atmosphere containing 
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Emerson, F. P.: Clinical Manifestations of Infec- 
tion of the Lateral Sinus. J. Am. M. Ass., 1920, 
Ixxv, 372. 


The author advocates the use of the term “sinus 
infection” as a comprehensive term covering three 
conditions: phlebitis, thrombosis, and septicemia. 
The differentiation between these types is often 
extremely difficult. The symptoms vary with the 
infecting organism, the avenue of invasion, the 
stage of the complication, and the resistance of the 
host. The diagnosis can be made only from a study 
of the history, local conditions, and. blood findings. 
There is no typical picture. Many cases with menin- 
géal symptoms due to a bacteremia from an infected 
sinus cannot be differentiated from cases of acute 
meningitis. 

Sinus infection, one of the most uncommon 
complications of mastoiditis, should always be op- 
erated upon. Often it may be diagnosed by exclu- 
sion. Ligation of the jugular vein is to be recom- 
mended in all cases in which mastoiditis is followed 
by symptoms of meningitis and incipient sinus 
infection. Exploration to ascertain the condition 
of the sinus and prompt ligation of the jugular vein, 
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3 per cent of carbon dioxide in which ether has been 
vaporized. 

4. Breathing an atmosphere containing 16 per 
cent of oxygen and 3.5 per cent of carbon dioxide 
for three hours does not diminish the alkali reserve. 

5. The greatest decrease in the alkali reserve 
produced by ether anesthesia occurs at the end of 
the anesthesia and remains at that level for from 
one-half to one hour after the anesthesia, at a time 
when the respiratory activity is decreased. Follow- 
ing this brief after-effect the alkali reserve rapidly 
increases and returns to normal in from one to two 
hours after the anesthesia. 

All of the experiments presented were performed 
on normal dogs. The decrease in the alkali reserve 
never reached a dangerous level and continued 
only for a short time after the anesthesia. From 
the observations reported it is impossible to con- 
clude what might occur in cases in which there is a 
reduction from altered metabolism before a surgical 
operation or the patient is in a condition of surgical 
shock attended by a reduction in the carbon dioxide 
combining capacity of the blood. Such conditions 
added to that produced by the ether may be more 
serious. It should be remembered also that even by 
injecting large amounts of a mineral acid into the 
circulation, it is extremely difficult to produce in 
dogs the condition known as acidosis, as they are 
able to protect themselves against acids by the 
alkali reserve of the body and by their ability to form 
ammonia salts in protein metabolism. 

IsABELLA C. HERB. 
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if necessary, are safer procedures in septic cases than 
expectant treatment, and in the author’s opinion will 
often save life. 

Emerson reports two instructive cases of sinus 
infection and sepsis in patients with mastoid disease 
who recovered after operation and ligation of the 
internal jugular. The most constant local symp- 
toms of sinus trouble in his experience have been 
oedema and tenderness over the emissary vein, but 
theseare present also in perisinous abscess and in some 
cases of mastoiditis. Tenderness over the upper 
part of the jugular vein is relatively rare and was 
noted only a few times. A septic temperature asso- 
ciated with leucocytosis and a high polymorphonu- 
clear percentage is an important general indication in 
severe cases. In the presence of an elevation of tem- 
perature and an increasing leucocytosis, the only 
safe course is to shut off the general circulation 
from the infection. J. J. Kine. 


‘Heuer, G. J.: Surgical Experiences with an Intra- 


cranial Approach to Chiasmal Lesions. Arch. 
Surg., 1920, i, 368. 
The proportion of suprasellar lesions to hypo- 
physeal lesions is greater than is evident from the 
literature and therefore a larger number of chiasmal 
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lesions must be approached by an intracranial 
route. 

The great majority of hypophyseal lesions are 
adenomata, and of these 80 per cent are solid, and 
20 per cent are cystic tumors. Probably 50 per cent 
of the supracellar lesions are cysts which may be 
drained. 

The primary direction of growth of hypophyseal 
lesions is toward the intracranial chamber. The 
intracranial extensions are primarily forward in 
front of the chiasm and between the optic nerves— 
in a direction, therefore, which makes them acces- 
sible by an intracranial approach. 

Visual disturbances and destruction of the clinoid 
processes invariably point to an intracranial growth 
of the lesion; their absence, however, does not pre- 
clude this possibility. 

The differential diagnosis between hypophyseal 
and supracellar lesions at certain stages in their 
growth is very uncertain. 

With the exception of the late posterior intra- 
cranial extensions of hypophyseal lesions, every 
chiasmal lesion which presents symptoms requiring 
surgical relief is accessible by an intracranial 
approach. In some cases, however, the condition is 
not operable. 

The cystic tumors, whether hypophyseal or supra- 
cellar, are prone to recur, and as yet the author has 
been unable, by an intracranial approach, to prevent 
their recurrence. 

The solid hypophyseal tumors, with the excep- 
tion of rare posterior extensions, may be removed. 
When they are large, their removal has been attend- 
ed by a high mortality but when they are small the 
mortality is much lower. 

The true lesions of the optic chiasm are few and 
may be removed. In the author’s one case of a 
lesion of this kind the patient lived for four years 
quite free from symptoms. 

The supracellar solid tumors Heuer has been 
unable to remove completely. In one instance, 
however, he cured an internal hydrocephalus caus- 
ing marked pressure symptoms by partial removal. 
This patient is still living and free from symptoms 
five years after the operation. 

As to the choice of operative procedures in the 
cases of patients who present signs of a chiasmal 
lesion, the author states that both the trans-sphe- 
noidal operation and the intracranial operation he 
has used have a field of usefulness. In the early 
cases with sellar headaches and evidences of secre- 
tory derangement but without visual disturbances 
or destruction of the clinoid processes of the sella 
turcica, a trans-sphenoidal operation may meet the 
requirements. A certain number of the patients 
may remain well for long periods, but a fairly large 
number will sooner or later develop an intracranial 
extension of the growth causing visual disturbances 
and destruction of the clinoid processes. Just as 
soon as these signs appear, the trans-sphenoidal 
approach will fail to deal adequately with the lesion. 
Therefore, instead of repeating the procedure, it 


would appear wise to resort to an intracranial 
operation. 

For all other chiasmal lesions which, at the time 
they are first observed, are associated with visual 
disturbances and alterations in the shape and size 
of the sella turcica, the intracranial operation is the 
procedure of choice, for in such cases an intracranial 
tumor is present. The mortality following this 
operation is high at present, but if it is performed 
before the intracranial growths are too large, the 
danger is much less. E. C. RosBITSHEK. 


Sachs, E., and Belcher, G. W.: The Use of 
Saturated Salt Solution Intravenously During 
Intracranial Operations: Preliminary Report. 
J. Am. M. Ass., 1920, \xxv, 667. 


It is a fundamental principle that the dura must 
not be opened while under tension. Spinal puncture 
is dangerous under such circumstances. The au- 
thors have used ventricle puncture with good re- 
sults, but in certain cases of brain tumor this pro- 
cedure is not possible. 

It was found by Weed and McKibben that when 
animals are given intravenous injections of saturated 
salt solution (35 per cent), the brain shrinks as the 
result of dehydration of the tissues and there are no 
untoward effects. The authors therefore applied 
this method to a case of brain tumor, giving 100 
ccm. of a saturated salt solution intravenously at 
the rate of about 1 ccm. per minute. After the third 
injection the pressure symptoms cleared up steadily 
and the patient made an uneventful recovery fol- 
lowing decompression. During a later operation 
for the removal of the tumor the salt solution was 
again administered in order to keep the cranial 
pressure low. 

The method has been used successfully also in 
the treatment of a few cases of cerebral oedema. 

M. H. Hoparr. 


Adson, A. W.: The Surgical Treatment of Brain 
Abscess. J. Am. M. Ass., 1920, Ixxv, 532. 


The author reviews the literature briefly and 
emphasizes the frequency of abscess of the brain 
during the second and third decades of life. He 
states that the principal causes of pyogenic abscess 
are middle ear disease, frontal sinusitis, trauma, and 
chronic pyogenic infections. 

Abscess oi the brain occurs more frequently in the 
frontal and temporal lobes than in other parts of the 
brain, and unless it is the sequela of a chronic 
hematogenous infection, it occurs singly. It passes 
through three distinct phases, the initiatory, the 
quiescent, and the terminal. In the initiatory stage 
the process is more apt to be one of encephalitis 
than of cell destruction and pus formation, and is 
rarely improved by surgery. In the quiescent stage 
the encephalitis subsides and the process becomes 
circumscribed and is surrounded by a capsule which 
diminishes the absorption of toxic material. If the 
abscess is thoroughly drained with little or no con- 
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tamination of the dura, satisfactory recovery results. 
The terminal stage is manifested by delirium, coma, 
stertorous breathing, meningismus, dilatation of 
the pupils, rapid pulse, and paralysis, and may de- 
velop at the termination of the initiatory stage or 
follow the quiescent stage as a result of rupture and 
secondary infection. 

The author reports a series of 26 cases and reviews 
the etiological factors as well as the pathologic 
findings which were verified in 23 instances either by 
operation or necropsy. He gives a tabulated ac- 
count of the frequency of the various symptoms 
and clinical findings and emphasizes the importance 
of operating during the quiescent stage. Frequently, 
however, this stage is unrecognizable because the 
symptoms are those of intracranial pressure and are 
hard to differentiate from those produced by a brain 
tumor. 

Nine of the 26 patients were operated on; 5 re- 
covered and 4 died. Seventeen were not operated 
on; 2 uncertified patients recovered and 15 died. 
In 16 cases the average duration of symptoms was 
thirty-two days; 4 of these patients were operated 
on for brain abscess and died. Five patients with an 
average duration of symptoms of six months re- 
covered following drainage of the brain abscess. Of 5 
patients with an average duration of symptoms of 
— months, 2 recovered slowly and 3 
died. 

In his résumé the author states that surgical 
treatment is of little value in the initiatory or 
terminal stages or in the presence of meningitis, 
but that it is of great value during the quiescent 
stage. If there is doubt as to the differential diag- 
nosis between brain tumor and brain abscess in 
the quiescent stage an exploratory craniotomy is 
advisable. 


Williamson, C. S, Brown, R. O., and Butler, J. W.: 
A Study of the Effects of Radium on Normal 
Brain Tissue; A Preliminary Report. Surz., 
Gynec. & Obst., 1920, Xxxi, 239. 


The author states that the use of radium is 
indicated unquestionably in the treatment of many 
brain tumors. The matter of dosage, however, 
presents a problem which as yet has not been settled. 
Experience has shown the dosage required to destroy 
certain tumors, but the question arises as to the 
injury such dosage may inflict on the normal brain 
tissue. 

Experimental work on dogs was undertaken by 
the authors to determine the reaction produced in 
normal brain tissue by various applications of 
radium. In order that the functional disturbance 
and structural changes might be observed, the radium 
was placed over the motor cortex. All tissues above 
the dura were removed over a small area, the dura 
was incised, and the radium inserted for periods of 
four, six, twelve, and eighteen hours. During the 
application no symptoms whatever appeared. After 
the removal of the radium the bone flap was removed, 
the soft parts were replaced, and the wound was 


allowed to heal. The radium was screened in 0.4 
mm. platinum. The results are given briefly as 
follows: 

Dog No. 2. Four hours’ exposure, 25 mgm. of 
radium. Uneventful recovery. No signs nor symp- 
toms had developed after sixteen weeks. 

Dog No. 3. Six hours’ exposure to 50 mgm. of 
radium. No signs or symptoms attributable to the 
radium developed during the first three weeks. The 
animal was then killed and examined. On micro- 
scopic examination necrosis of tissue over an area 
o.4 by 2.5 cm. on the surface of the brain and ex- 
tending about 2 mm. into the tissue was observed. 
There was marked degeneration of the nuclei with 
considerable hyperemia, but the blood vessels were 
intact and there was no hemorrhage. 

Dog No. 4. Twelve hours’ exposure to 50 mgm. 
of radium. Autopsy was performed at the end of 
three weeks. Microscopic examination revealed 
an area of hyperemia 0.9 by 3 cm. in size, through 
the center of which was a black and necrotic strip 
4 mm. wide which corresponded to the point of 
contact of the tube. There was complete degenera- 
tion of the cells along this portion of the lesion for a 
depth of 5 mm. The blood-vessel walls in this area 
were three or four times their normal thickness, 
hyalinized, and congested. Along the periphery of 
the necrotic area the blood-vessel walls were ruptured 
and there was considerable hemorrhage. Beyond 
this hemorrhagic area the vessels were congested 
and the cells appeared normal. 

Dog No. 5. Eighteen hours’ exposure to 50 mgm. 
of radium. The results and findings in this case 
resembled those observed in the case of Dog 4 except 
that the necrosis and degeneration were more marked 
and more extensive. 

Dog. No. 7. Twelve hours’ exposure to 50 mgm. 
of radium. On the second day convulsive and in- 
co-ordinated movements were noted which at times 
were athetoid in character and separated by inter- 
vals of quiet. Autopsy on the third day revealed 
encephalitis. 

The time required to kill malignant tumor cells 
depends upon the milligram-hour dosage and the 
distance of the outermost tumor cells from the 
radium. Six hundred milligram hours’ irradiation 
with the gamma rays will kill cancer cells for a dis- 
tance of 1cm. A dosage four times as great is neces- 
sary to destroy malignant cells at a distance of 2 cm. 
The dosage necessary to destroy sarcoma is usually 
smaller. In treating brain tumors the law of inverse 
squares should be borne in mind when considering 
the dosage and the size of the tumor. When the 
dose is just sufficient to destroy a tumor of a 
given size, it is safe to assume that the adjacent 
normal brain tissue will not be injured seriously. 

The conclusions based on the experiments reported 
are as follows: 

1. The gamma rays after passing through 0.4 
mm. of platinum penetrate brain tissue and have a 
destructive action within a radius of 5 mm. when the 
dosage is goo milligram hours. 
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2. The effect upon the blood vessels varies 
according to the distance from the radium and the 
number of hours of treatment. 

3. The experiments give assurance that in the 
case of brain tumors which respond readily to radium 
little or no damage will be inflicted upon the brain 
tissue surrounding the tumor if the radium is im- 
planted in the growth. The dosage employed on 
the growth may be regulated so that it is destructive 
only to the periphery. W. L. Brown. 


Frazier, C. H.: The Effects of Radium Emanations 
upon Brain Tumors. Surg., Gynec. & Obst.. 1920, 
XXXi, 236. 

Malignant tumors of the brain differ from malig- 
nant tumors of other organs or structures in that 
they do not form metastases and they grow very 
slowly. The rate of growth varies somewhat with 
the type of the tumor. The cardinal symptoms of 
brain tumor are attributable often to secondary 
ventricular distention rather than to the presence 
of the neoplasm. 

Some brain tumors are not well defined or well 
encapsulated. .Hence removal is impossible and 
palliative measures are indicated. In such cases 
radium has been found very useful as it arrests the 
growth and may even lead to retrogression of the 
tumor mass. The author cites three cases from a 
series of 24 as illustrative of the action of radium. 

Case 1 was that of a patient who had an inopera- 
ble tumor of the pontile angle. Eighty-five milli- 
grams of radium were embedded in the tumor for 
a period of fifteen hours. In six weeks improvement 
was noted; in four months the patient was am- 
bulant; and after six years he was still alive and in 
fair condition although some signs of cerebellar 
disturbance persisted. 

The second case cited was a case of cerebellar 
tumor on the left side. The patient was in a grave 
condition when first seen. Serial application of 
radium was given following suboccipital decom- 
pression. The symptoms gradually improved and 
after the fourth application, three years after the 
first, the physician in charge reported: ‘The 
symptoms of her cerebellar ataxia have nearly dis- 
appeared. She can walk without assistance and 
with little uncertainty in her gait. She plays with 
other children and takes part in their outdoor games. 
The right eye shows a pale disc but her vision 
equals 8/10 plus. In the left eye (which is divergent) 
there is a marked atrophy of the optic nerve and 
vision only 1/10. She goes to school and keeps up 
in her studies with other children. The inference is 
that there has been at least an arrest of the disease 
and what remains is the expression of the damage 
already accomplished before she came under your 
care.”’ 

In Case 3 there were visual disturbances and 
recurrent headache following a sella decompression. 
The patient gave a history also of amenorrhcea for 
three years and ocular disturbances. The treatment 
included X-ray and radium therapy with thyroid 


and pituitary feeding. Three years later the head- 
aches were less severe, menstruation had been 
established after six years’ cessation, scotomata had 
disappeared entirely, and the vision was -normal. 
As in this instance other therapeutic measures 
were employed credit must not be given entirely to 
the radium therapy. The radium was applied to 
the pituitary body through the posterior nares. The 
case is worthy of consideration because secondary 
attempts to operate on the sella are either difficult 
or impossible and the results indicate that we have 
other means of helping such patients after failure in 
the first operation. 

The author states in conclusion that this work is 
only in the developmental state but promises a 
great deal when properly conducted. He prefers the 
embedding of the radium in the tumor to distant or 
indirect applications. Research work is being con- 
ducted to determine what dosage may be used 
properly and with safety. Gliomata react little to 
radium, while endotheliomata are unquestionably 
more suspectible. W. L. Brown. 


Petersilie, P.: The Weight of the Hypophysis in 
Man and Its Relationships (Das Hypophysen- 
gewicht beim Manne und seine Beziehungen). 
Langensalza: Wendt and Klauwell, 1920. 


Petersilie undertook to weigh the hypophysis in 
autopsies on soldiers at the Pathological Institute 
at Jena in order to determine whether there is any 
relationship between its weight and that of other 
organs and the body as a whole. The average 
weight of the hypophysis was found to be 621 mg. 
but there were many deviations from the average. 
Only about 19 per cent weighed between 600 and 
650 mg., while 50 per cent weighed between 550 
and 7oo mg. Simmond's figures are much higher, 
between 660 and 741 mg. A marked influence of 
geographical factors on the weight was not noted. 
The weight attains its maximum in the third decade, 
remains constant in the fourth and fifth decades, 
and then slowly decreases again. 

The average weight of the hypophysis increases 
with the length of the body or, vice versa, the average 
body length varies with the increase in the size of 
the hypophysis. This finding is in agreement with 
the fact that in cases of gigantism the skull shows 
a marked widening of the sella turcica and the 
volume of the hypophysis is increased. Moreover, 
recent paleontological research confirms the as. 
sumption that the great size of the dinosaur was due 
to hyperfunction of the hypophysis. In the dino- 
saurs thus far studied the skull shows especially 
enlarged sella. It has been found also that when 
the weight of the hypophysis is high the skull is 
of a compact structure, while when the weight is low 
the skull is of a more porous structure. It is to be 
assumed that the body weight increases with the 
increase in the weight of the hypophysis. 

After the removal of the thyroid or its destruction 
by pathologic processes, hypertrophy of the hy- 
pophysis sets in. -In Basedow’s disease no reduction 
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in the size of the hypophysis has been noted. The 
weight of the adrenals remains the same, but that 
of the testicle increases slowly with an increase in 
the weight of the hypophysis. In tall persons with 
large organs the hypophysis is heavier than in 
shorter persons. The average weight of the hy- 
pophysis is 0.046 per cent of the weight of the whole 
brain. (Z). 


Oppenheimer, S.: Implantation Methods in 
Cosmetic Rhinoplasty. Boston M. & S. J., 1920, 
clxxxiii, 329. 

The autoplastic operation is now used almost 
universally and the material is taken most fre- 
quently from a rib or one of the tibie. For the 
best results bone must be laid down where bone 
was present before and cartilage where cartilage was 
present. The author’s technique is as follows: 

Under aseptic precautjons and local anesthesia a 
segment about 2 in. in length and consisting of two- 
thirds rib and one-third costal cartilage is taken 
from the ninth rib, the periosteum on the anterior 
surface being preserved. This segment, which is 
only down to the diploic structures in thickness, 
is then fashioned to fit the deformity to be corrected. 
The nose is prepared externally and internally with 
tincture of iodine and anesthetized internally with 
10 per cent cocaine. The subcutaneous tissues are 
injected with a 1 per cent cocaine solution. 

The tip of the nose is raised and a small spatula- 
shaped knife is introduced into the nasal cavity at a 
point directly below the level of the nasal bone. 
Through this opening the tissues over the dorsum 
and lateral aspects of the nose are freely elevated and 
undermined. The extent of the undermining de- 
pends upon the nature of the deformity and the 
size of the implant to be inserted. After the prepara- 
tion of a suitable pocket over the dorsum, the trans- 
plant is introduced intranasally and slipped down 
into position by pulling on the tip of the nose for 
manipulation of the lower end of the transplant, 
while the upper end is securely tucked under the 
periosteum in close contact with the frontal bone. 

When the deformity is marked, several fragments 
of bone are superimposed, this being preferable to 
the use of one large fragment as small transplants 
have been found to possess relatively greater osteo- 
genetic power. As a rule no suture is required to 
hold the transplant in position. In general, drain- 
age is not necessary. The vestibules are packed with 
petrolatum gauze or bismuth-petrolatum gauze, and 
externally the nose is protected by a splint of dental 
compound held in place by adhesive straps across 
the face and nasal dorsum. H. A. McKnicar. 


NECK 


Thost: Gunshot Wounds of the Neck (Ueber 
Halsschuesse). Zéschr. f. Ohrenh., 1920, \xxix, 190. 


In this article the author reports 11 cases of gun- 
shot wounds of the neck. With few exceptions all 
neck wounds cause dyspnoea. Therefore tracheot- 


omy is frequently necessary in such cases. Later, 
when the cannula is removed, an abscess may devel- 
op in the wound canal and, like a long-remaining 
foreign body or bullet, may cause stenosis and 
necessitate a second tracheotomy. Scar formation 
may lead to stenosis also secondarily. 

Thost divides stenoses into bending stenosis, 
granulation stenosis, and scar stenosis. These forms 
may occur alone, or in combination. Fistule re- 
maining after gunshot wounds may be treated by 
plastic operation only when the stenosis has been 
corrected. Thost claims that surgeons often pay 
too much attention to the closure of the fistula and 
too little to the stenosis so that a tracheotomy 
frequently becomes necessary after the fistula has 
been closed. Laryngologists, however, generally 
dilate the stenosis before attempting treatment of 
the fistula. If possible, bloodless dilatation of the 
stenosis should always be attempted. An incision 
should be made only when the stenosis is so acute 
that even the very thinnest dilator will not pass 
through it. 

Granulations may be treated either from the 
mouth or through the tracheotomy wound with 
caustics or the galvanocautery. If this does not 
suffice, the use of the snare or cutting instruments is 
necessary. Mechanical dilatation is best carried out 
with graduated sounds introduced either through 
the mouth or through the tracheotomy wound. A 
stenosis must always be dilated more than the 
permanent size necessary as a certain amount of 
contraction is inevitable. In all cannula carriers the 
mucosa of the trachea is chronically inflamed and 
frequently this is the forerunner of bronchitis or 
pneumonia. 

Good X-ray pictures are of considerable value 
in the treatment of gunshot wounds of the neck as 
they will show whether the sounds are correctly 
placed or not. 

In several of the cases reported operative inter: 
vention was necessary for fistula of the cesophagus. 
With the exception of 2 patients who died of broncho- 
pneumonia and myocarditis, all were cured or greatly 
benefited by the treatment given. 

Von TAPPEINER (Z). 


Porter, M. F.: Goiter: A Clinical Study of 139 
Cases. Ann. Surg., 1920, |xxii, 129. 


The group of cases studied included only those 
seen between November, 1912, and August 18, ror9, 
the records of which were kept on file in the office. 
One hundred and twenty-one of the patients were 
females and 18 males, the proportion of males to 
females being therefore 1: 6.7. Seventy-four of the 
139 patients presented themselves because of 
symptoms developing in old and heretofore symp- 
tomless goiters. The youngest patient was 16 years 
and the oldest 70. The average age was 35.5 years. 
The percentage of married to unmarried females 
was practically the same as the percentage of mar- 
ried to unmarried females throughout the state. 
The percentage of fruitful marriages in this group 
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was 18.16 per cent less than the normal as given by 
Norris. 

Ninety-nine patients were treated surgically, 81 
by thyroidectomy, 18 by injections of boiling water, 
and 3 by both forms of treatment. In one case the 
right lobe was removed some months after the re- 
moval of the left by another operator. A large 
— of the specimens were examined microscop- 
ically. 

In 5 cases the condition was pronounced malig- 
nant, but in only 2 was the suspicion of malignancy 
entertained prior to operation. At the present 
time, from three to six years after the operation, al! 
of the patients except one report themselves as well. 
The one who is not well states that she thinks her 
neck is enlarged. The author has not seen her. As 
this cancer incidence is about three times larger than 
that generally given and the percentage of cures is 
suspiciously high, Porter presents the microscopic 
es in order that the reader may judge for him- 
self. 

Only 1 patient presented slight symptoms of para- 
thyroid trouble after operation and these soon sub- 
sided. In 2 cases there was involvement of the 
recurrent laryngeal nerve. In 1 of these cases the 
condition seems permanent. One of these patients 
had had attacks of aphonia prior to the operation. 
The results of operative treatment were very 
satisfactory. 

One very neurotic patient gained in weight as a 
result of treatment but lost none of his nervous 
symptoms. Exophthalmos when present was 
greatly benefited but not cured. No deaths were 
attributable to the injections of boiling water. 
Of a number of patients given such injections who 
were advised to have a thyroidectomy done later, 
only 5 followed this advice, the others being satisfied 
with the improvement which followed the in- 
jections. 

Three deaths followed thyroidectomy. The major 
operation should have been refused in all of these 
cases and an attempt made to ameliorate the 
symptoms by the use of boiling water or ligation. 
Coincident operations on patients who stand 
thyroidectomy well are not contra-indicated. 

Seventeen thyroidectomies were done for simple 
goiter. This group throws no light on the relation 
between goiter and local infections. Local an- 
zsthesia was used in 7 cases and local and general 
in 2. Ether alone was given in 67. Routine blood 
examinations were not made as they were not con- 
sidered important. 

There was no serious reaction in any operative 
case. Troublesome hemorrhage occurred in 2 
cases. Stimulating treatment during and after 
operation was seldom necessary. 


Freeman, L.: A ‘‘Tourniquet Operation” in Toxic 
and Other Goiters. Ann. Surg , 1920, Ixxii, 161. 


Freeman has used the tourniquet operation 
described 182 times and has found it applicable to 
all goiters except those which are calcified. 


The necessary equipment consists of a number of 
ordinary strong rubber bands 2 or 3 in. long and 
somewhat thicker than the head of a pencil; 2 pieces 
of wire, 3 or 4 in. long, of the same diameter, with 
the ends turned over into small loops to prevent 
injury to the surgeon’s gloves and the tissue; and a 
pair of small alligator forceps. 

The technique is that of the ordinary goiter oper- 
ation as far as the dislocation of the lobes. The sub- 
sequent steps are as follows: 

1. One of the thoroughly dislocated lobes is 
elevated. 

2. The alligator forceps are plunged through the 
base of the lobe near its center, close to the trachea, 
and a rubber band is grasped and pulled through so 
that an end projects from either side. This manceu- 
vre is repeated near each extremity of the lobe so 
that its base remains transfixed by three loops. 

3. The wires, which must be long enough to pro- 
ject well beyond the lobe are passed through the 
loops on each side. 

4. With the lobe well elevated and an assistant 
holding the ends of the wires together, the central 
band is pulled taut and clamped close to the wire 
with hemostatic forceps, thus binding the wires 
firmly together. The two remaining bands are 
manipulated differently. After they have been 
pulled tense, each strand is wrapped in an opposite 
direction about the projecting ends of the wires be- 
fore the clamps are applied. 

5. The portion of the gland beyond the tourni- 
quet is excised with a scalpel and scissors, only a 
sufficient cuff being left on either side for the in- 
sertion of a hemostatic suture. The elastic con- 
traction of therubber bands maintains the hemostat- 
ic pressure of the wires even though much tissue is 
removed from between them. 

6. With a long catgut suture the raw area is 
whipped over, the lateral “‘cuffs” being utilized in 
the procedure. It may be desirable to go over the 
first suture line so as thoroughly to control the bleed- 
ing, but it is seldom necessary to tie any vessels 
separately, not even the thyroidal trunks. 

7. After the forceps holding the rubber bands 
are unclasped, the wires and bands are removed. 

8. The wound is closed and drained. 

g. An enlarged isthmus may require separate 
handling or may be removed along with the lateral 
lobe by including it within the grasp of the tourni- 
quet. It is not necessary to divide the isthmus in 
any but exceptional cases. 

The advantages of this method of operating are 
several: 

1. Bleeding from all vessels is completely con- 
trolled. 

2. No hemostatic forceps are required after the 
application of the tourniquet. 

3. The wires cannot slip when the gland is cut 
away. 

4. The safety of the recurrent laryngeal nerve 
and parathyroids is assured by the wedge-shaped 
excision. Cart R. STEINKE. 
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Martin, B.: The Condition of the Trachea After 
Goiter Operations (Ueber das Verhalten der 
Trachea nach Kropfoperationen). Deutsche Ztschr. 
f. Chir., 1920, cliv, 366. 


The condition of the trachea after goiter opera- 
tions was investigated in the cases of 49 patients 
operated on for goiter during the year 1917-18. The 
examination was made between three and sixteen 
months after the operation. The goiters were of 
various types, including exophthalmic goiter. The 
operative procedures varied according to the type 
of goiter from subtotal excision of the involved lobe, 
with perhaps a wedge-shaped excision of the other 
lobe, to enucleation of nodules and cysts. 

After it had been determined by the X-ray which 
lobe should be resected the lobe which pressed upon 
the trachea was removed. In 5 cases the resection 
was done on the “wrong side,”’ that is, on the side 


toward which the trachea was displaced. As a rule 
displacement of the trachea was associated with 
narrowing of its lumen; displacement or narrowing 
alone was rarely observed. In the majority of cases 
the narrowing was overcome by the operation. Its 
persistence was due, not to resection of the wrong 
lobe of the thyroid, but to the loss of the elasticity 
of the tracheal cartilage. In most cases the 
displacement was decreased or overcome entirely. 
In 4 of 5 cases in which the result was negative the 
resection was done on the wrong side. Another fac- 
tor causing persistence of the displacement was in- 
jury of the wall. In the lighter cases the dyspnoea 
was due chiefly to the pressure of the goiter. 

The author concludes that the removal of the 
portion of the goiter which causes pressure generally 
leads to anatomical and clinical restitutio ad in- 
tegrum. Ktose (Z) 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Heuer, G. J., Pratt, G. P., and Mason, V. R.: Pene- 
trating War Wounds of the Chest. Ann. Surg., 
1920, Ixxii, 352. 


The authors began their treatment of penetrating 
wounds of the chest with a fairly definite routine: 
(1) expectant or medical treatment of all perforating 
bullet wounds and penetrating bullet and small shell 
wounds without open pneumothorax or extensive 
rib fractures, and (2) immediate operation upon: 
(a) those with open sucking pneumothorax; (b) 
those with acute continuous hemorrhage threaten- 
ing life; (c) those with large intrapleural or intra- 
pulmonary foreign bodies; and (d) those with ex- 
tensive rib fractures. 


CASES TREATED EXPECTANTLY OR MEDICALLY 


A slight or moderate grade of shock was usually 
present upon the patient’s admission to the hospital. 
Cough, hemoptysis, dyspnoea, and haemothorax 
were the rule. Other conditions noted in a small 
percentage of the cases were mediastinal com- 
pression, extensive subcutaneous emphysema, 
hemopneumothorax, simple pneumothorax, hem- 
orrhagic consolidation of the lung, and mild ab- 
dominal disturbances. The latter were rather com- 
mon in low thoracic injuries. In most cases the 
foreign bodies retained were small (1 cm. or less in 
diameter). As a rule the clinical picture cleared up 
within a few hours after rest in a heated bed and the 
administration of morphine. Fever usually began to 
decline between the third and fifth day if compli- 
cations did not develop. 

The most frequent complication was infected 
hemothorax which occurred in 17 per cent of the 
cases. This condition may develop within five 
days or from one to three weeks after the injury. 
Infrequent infectious complications included pneu- 
monia (septic bronchopneumonia and lobular or 


lobar pneumonia), pulmonary abscess and gangrene 
(which were exceedingly rare), septicemia, pyzemia, 
purulent pericarditis, and infection of the parietal 
wound. 

In cases of hemothorax daily aspiration was done 
for culture if the condition was not progressing 
normally, and therapeutic aspiration was done to 
permit expansion of the lung and, if possible, to 
prevent the formation of adhesions, especially those 
obliterating the costodiaphragmatic angle. The 
best results were obtained by rib resection, drainage, 
the use of Dakin’s solution, and later excision and 
closure of the sinus. The mortality in this group of 
cases was 8.5 per cent. 


CASES TREATED BY IMMEDIATE OPERATION 


Profound shock was the rule in cases of open 
sucking chest wounds. The symptoms were im- 
proved by closure. The wounds were large and there 
were rib fractures and extensive laceration of the 
skin, subcutaneous tissue, and muscles. If surgical 
treatment is not given in such cases death occurs 
almost invariably from profound shock within 
twenty-four hours or from infection later. 

Three types of operations were carried out. The 
first was simple débridement of the soft parts with- 
out evacuation of the hemothorax or the removal 
of the foreign bodies but with closure of the pleura 
and muscles, with or without closure of the skin. 
Infectious complications developed in 50 per cent 
of the cases and death resulted in 37.5 per cent, 

The second operative procedure consisted of 
débridement, evacuation of the hemothorax, suture 
of the wound, the removal of foreign bodies when- 
ever possible, and closure of the pleura only, the 
muscles and skin being left open. Infectious com- 
plications developed in 33% per cent of these cases 
and death resulted in 41.6 per cent. 

The third procedure, which was the most com- 
plete and also the most successful, included com- 
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plete excision of the wounds in the lung whenever 
feasible, suture, and complete air-tight closure of 
the thoracic wound. Infectious complications de- 
veloped in only 8 per cent of the cases so treated 
and death occurred in only 16 per cent. 

Adhesions fixing the lung in high position were 
absent after the third operative procedure. In any 
given case all of the three main indications for 
operation are usually present, namely, the presence 
of a large foreign body, a large sucking wound, and 
extensive rib fractures. Acute primary hemorrhage 
is a rare indication. H. J. VANDEN Berc. 


Lenhart, C. H.: Open Pneumcthorax: An Experi- 
mental Study of the Functional Pathology of 
Sucking Chest Wounds. Arch. Surg., 1920, i, 
330. 


Pneumothorax opening externally as the “‘sucking 
chest wound” of warfare or as the result of empyema 
operations is serious in character and of fairly fre- 
quent occurrence. This report deals with experi- 
mental pneumothorax in rabbits upon which a 
number of experiments were carried out, all condi- 
tions such as anesthesia, operative technique, etc., 
being standardized. 

In these experiments it was found that when one 
pleural cavity is opened the negative inspiratory 
pressure is reduced to practically zero, the lung col- 
lapsing to a certain extent but probably never 
completely. The mediastinum, if sufficiently elastic, 
is drawn to the sound side, the negative pressure on 
that side also being thereby reduced except insofar 
as the animal is able to compensate by increased 
respiratory effort. This decreases the alveolar sur- 
face so that the remaining functioning alveoli must 
be hyperventilated. In addition the ‘‘dead” space 
of the trachea and bronchi is increased in proportion 
to the active alveolar surface. The “bailing out” of 
the alveoli must be increased over the normal if 
there is to be compensation for the respiratory 
embarrassment due to the pneumothorax. 

Immediately after the pleural cannula is opened 
the animal is seized with intense dyspnoea. Two 
methods were used to study the changes produced 
in the minute volume of respiration. The results 
obtained were practically the same. Both methods 
showed the minute volume to be decreased during 
pneumothorax even though the respiratory move- 
ments were so marked that the volume of air 
respired per minute seemed to be increased. 

The study of the respiratory gas exchange indi- 
cated that there is a constant reduction of the 
respiratory quotient during periods of pneumo- 
thorax which seems to be due chiefly to a fall in the 
output of carbon dioxide. The changes in the con- 
sumption of oxygen are more variable in direction, 
and seem not so intimately associated with the 
changes in the respiratory quotient. As the ventila- 
tion of the pulmonary alveoli decreases, the tension 
of carbon dioxide rises and that of the oxygen falls. 
In. pneumothorax the blood may be assumed to be 
exposed as if in vitro to an increased tension of carbon 


dioxide and a decreased tension of oxygen. The 
absolute amount of oxygen absorbed varies in 
either direction, depending on the metabolic de- 
mands of the animal, while the carbon dioxide pro- 
duction varies with the oxygen consumption, its 
elimination being always, at least relatively, and 
probably absolutely, reduced. The respiratory 
quotient is invariably decreased. 

The carbon dioxide content of the blood is higher 
during the pneumothorax period than in the normal 
control period or the period of closed thorax after 
the pneumothorax. As regards the acid base 
equilibrium of the blood, it is concluded that an 
acidosis appears during pneumothorax. This is 
associated with, and in large part is due to, a reten- 
tion of carbon dioxide. The rdle of fixed acid is not 
known. 

The clinical application of these experiments may 
be applied to the operation for empyema on man. 
Patients may die during an operation for empyema 
because of the entrance of pus into a bronchus, with 
flooding of the lungs; because of stimulation of the 
vagus (reflex), especially when the pleural cavity is 
washed out (Capps and Lewis); or because of a 
condition suggested as possible by the experiments 
here reported. This refers to cases in which the 
patient has been rolled over and the thorax well 
drained of pus—cases in which a large open tube 
has been placed in the chest opening and covered 
with dry gauze dressing. Such cases have all the 
conditions of an open pneumothorax. The reason 
why the mortality has not been greater under such 
circumstances is possibly that unless the empyema is 
in the early stages, the mediastinum is stiffened by 
the inflammatory exudate and invasion so that the 
lung on the sound side is better able to meet the 
conditions and if the pus has not been too 
thoroughly emptied at the time of operation, it 
fills the tube, saturates the dressings and thus pre- 
vents the free exchange of air through the tube. 
Under such conditions clamping the tube will at 
times relieve a serious condition. 

As the result of his work the author suggests the 
following procedures: 

1. In early cases the aspiration of the pus through 
a needle for a few days in order to allow time for the 
stiffening of the mediastinum. 

2. The use of local anesthesia instead of general 
anxsthesia. General anesthesia, by lowering the 
activity of the respiratory center, tends to augment 
the danger. 

3. Closer observation of the patient for the first 
few hours after operation. 

4. The incomplete removal of pus at the operat- 
ing table. 

5. The temporary application of a Politzer bag 
to the drainage tube to prevent the formation of a 
sucking wound and to drain the pus. 

6. The use of negative pressure. 

Details of the author’s experiments, several 
tables, and numerous tracings supplement the 
text. I. W. Bac. 
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Davis, L.: The Morelli Method of Aspiration 
Drainage for Acute Empyema. Ann. Surg., 1920, 
Ixxii, 327. 

For many years surgeons operating for acute 
empyema have striven to obtain air-tight suction 
drainage of the chest as they recognized its im- 
portance and value in securing early re-expansion 
of the lung and hence in bringing about prompt 
functional cure. 

Morelli has devised a pneumatic jacketed drain- 
age tube which, on inflation of the dumbbell-shaped 
soft rubber jacket, closes the thoracotomy wound 
hermetically tight. This will remain tight for many 
days, is easily kept in place, and can be readily 
readjusted if for any reason the drainage is not 
satisfactory. It is held firmly in place by means of a 
spider of thin malleable metal which fits over the 
pneumatic sac and the feet of which are adjusted to 
the chest wall.. The drainage tube is passed through 
a central opening in the spider which is of slightly 
smaller caliber. The whole is covered with a layer 
of gauze and fastened by strips of adhesive. 

Preliminary thoracentesis is performed as follows: 

The diagnosis of empyema having been made, 
the purulent exudate is withdrawn and replaced with 
an equal quantity of air by means of an apparatus 
consisting principally of a liter bottle and a syringe 
of a capacity of at least 100 ccm. with a perfectly 
fitting piston. The bottle is closed with a rubber 
stopper perforated by two glass tubes. One of these 
tubes is connected by rubber tubing to the thora- 
centesis needle, and the other with a three-way cock 
which in turn is connected with a filter consisting 
of a glass tube filled with sterile cotton and then 
with the syringe. 

Having been sterilized and tightened, the large 
thoracentesis needle is introduced into the chest 
and, with the connection between the bottle and 
the syringe open, a suction stroke is made with the 
piston of the syringe. This produces a rarefaction 
of the air contained in the bottle and causes the 
fluid in the chest to flow into the bottle to replace 
the displaced air. When the flow of the fluid begins 
to subside, a reverse stroke is made with the piston 
of the syringe, forcing the air in it back into the 
bottle, whence, its place having been taken by the 
fluid, it is obliged to pass on into the pleural cavity. 
This is repeated until all the fluid has been evacuated 
from the chest. 

Morelli advocates this method of thoracentesis 
for all pleura) transudates and exudates of whatever 
nature, claiming that there is much less likelihood 
of a re-accumulation of the fluid than when aspira- 
tion is done by the ordinary method which greatly 
increases the negative pressure of the pleural cavity. 

The pus of the empyema having been replaced 
with an equal amount of air, a thoracotomy with 
resection of a square piece of rib is done on the 
following day under local anesthesia and the 
pneumatic drainage tube described is inserted in a 
bottle in the usual way for negative-pressure drain- 
age. In addition, a bottle of Dakin’s solution may 


be connected to the tube at an elevation for fre- 
quent flushing of the cavity. 

The value of irrigation with Dakin’s solution or 
some other antiseptic in empyema is now generally 
recognized. Apart from its antiseptic value it is of 
special importance because it keeps the tubes free 
from plugging in cases of air-tight suction drainage. 

In brief, the features of the Forlanini-Morelli 
method in the treatment of empyema are the sys- 
tematic induction of pneumothorax, continuous 
aspiration drainage combined with irrigation, and 
the use of an air-tight pneumatic jacketed drainage 
tube which is of great value in appropriate cases. 

H. A. McKnicur. 


Tuffier, T.: The Treatment of Chronic Empyema. 
Ann. Surg., 1920, lxxii, 266. 


The incidence of chronic empyema has decreased 
materially as our knowledge of the treatment of the 
acute condition has become better. 

Exploratory puncture to determine the bacterio- 
logical nature of the effusion and repeated puncture 
to evacuate the residuum are carried out early. 
If these procedures are unsuccessful or if fluid 
remains, thoracotomy under local anesthesia is 
performed in the posterior axillary line. Drainage 
by siphonage may be instituted or the effusions may 
be evacuated and the pleura disinfected with 
Dakin’s solution. If this treatment also is unsuc- 
cessful, extensive thoracotomy and _ pleuroscopy 
under anesthesia should be carried out with dis: 
infection by the Carrel-Dakin method. When 
cultures are negative and drainage is absent, com- 
plete closure of the surgical orifice is indicated. In 
this manner a pyothorax is converted into an aseptic 
pneumothorax which is eliminated by bringing the 
parietal and visceral pleural together. 

The author believes that in five of seven fatal 
cases treated by immediate thoracotomy death was 
due to a generalized infection of which the effusion 
was merely a part. Four cases of acute empyema 
became chronic because of pleural diverticula and 
bronchopleural fistula in which disinfection was 
impossible. 

Treatment of chronic empyemata should be 
preceded by methodical exploration of the cavity by 
means of radioscopy and pleuroscopy, the extent 
and form of the involvement and the mobility of the 
lungs during expiration and inspiration being noted. 
The result of the examination determines the 
applicability of one of two methods: namely, dis- 
infection of the cavity and respiratory exercises, or 
closure of the surgical wound by the method of 
Depage and Tuffier. 

Surgical exploration reveals three types of 
pathologic conditions: (1) a fistulous tract, some- 
times very long, extending from the base of the 
thorax to the upper ribs; (2) a regular cavity with 
considerable retraction of the lung, always difficult 
to cure; and (3) a fissured cavity, narrow and long, 
directed downward and backward, lined by diver- 
ticula-forming pockets, and bilobar or multilobar. 
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Disinfection of the cavity by the Carrel-Dakin 
method is preferable except when a bronchopleural 
fistula is present. A tampon placed against the 
bronchial orifice may be sufficient to allow disin- 
fection. If this is unsuccessful Tuffier resorts to con- 
tinuous or interrupted oxygen aeration of all 
recesses in the cavity. Closure must be delayed 
until the culture reads zero and the pleura does not 
secrete pus. The parietal orifice may then be closed 
with no further concern regarding the cavity 
(Depage-Tuffier) or a pleuropulmonary decortica- 
tion may be performed. If the former is done under 
local anesthesia the edges of the orifice are resected 
throughout, hemostasis is controlled perfectly, and 
closure is made by means of deep silkworm sutures. 
In old, obstinate cases with cavities which are 
indurated and not reducible by aspiration, thora- 
cotomy with wide exploration followed by complete 
or incomplete, total or partial decortication is done. 
If oozing occurs, drainage is carried out for 
twenty-four hours and the wound then sutured com- 
pletely. 

In eleven cases it was necessary to re-open the 
wound because of secondary suppuration, although 
the cavity was much reduced in size. In two in- 
stances the wound was opened twice, but a cure was 
obtained ultimately. Two other wounds were 
re-opened, one because of an osseous fistula, the 
other because of hemoptysis. 

Slight thoracic deformity was noted in nine 
cases and considerable deformity in a case of seven 
months’ duration. A. C. Jonson. 


Hedblom, C. A.: The Treatment of Chronic Em- 
pyema. Ann. Surg., 1920, lxxii, 288. 


In this paper the author gives a comprehensive 
historical review of empyema, discusses the general 
principles of treatment, and presents a study of 150 
cases of chronic empyema treated at the Mayo 
Clinic during a little more than two years. An 
extensive bibliography of 193 references is appended 
to the article, which is profusely illustrated. 

The minimum duration of the empyema in the 
patients treated was three months; the maximum 
duration twenty-three years. The process had been 
present for more than six months in 112 instances 
and more than one year in 65. Operation had been 
done elsewhere on 117 patients, many of whom had 
received surgical treatment several times. Fifteen 
lesions were definitely proved to be tuberculous. 
Thirteen patients gave a history of primary pleurisy 
with effusion; all of these had had open drainage 
treatment elsewhere. 

Four methods of treatment were employed as 
follows: (1) simple rib resection, 42 cases; (2) 
Dakin’s solution with or without minor drainage 
operations, 51 cases; (3) pulmonary decortication, 
30 cases; and (4) plastic operation on the chest 
wall, 27 cases. 

The first group for the most part includes patients 
who had had faulty drainage, although in some of 
these cases bronchial fistulae were found and in 


several there were foreign bodies in the cavities. 
Simple rib resection brought complete recovery in 
26 cases; a persistent sinus at the last report in 4; 
and death in 1. Eight patients could not be traced. 
Of the tuberculous patients, 1 was greatly im- 
proved, 1 somewhat improved, and 1 not benefited. 

The technique employed for the second group of 
patients, who were treated with Dakin’s solution 
with or without a minor drainage operation for a 
small residual cavity, consisted in irrigation through 
a catheter inserted into the old sinus or through a 
stab wound by means of a trocar and cannula. The 
results were complete recovery, 34 cases; sinus at 
last report, 6; no late report, 6; convalescence not 
completed, 4; and no benefit, 1 (tuberculous). 

In the cases of the patients who had a decortica- 
tion, the operation was done under ether anesthesia 
through a rib-spreading exposure. Fifteen patients 
were completely cured without further surgery, and 
5 after a secondary plastic operation for a small 
residual cavity. Three had a persistent sinus at the 
last report; 1 died following the operation; 3 died 
from other causes some time later; and 3 are still 
under treatment. 

The results of the plastic operations were a com- 
plete cure in 15 cases, a residual sinus at the last 
report in 3, and death in 2. Four patients had not 
completed their convalescence, and 3 could not be 
traced. Five patients were definitely proved to be 
tuberculous. 

Small bronchial fistula were present in a con- 
siderable number of patients successfully treated 
with hypochlorite solution. Large bronchial fistule, 
0.7 cm. or more in diameter, were present in 10. 
Four closed spontaneously following wide-open 
drainage of the cavity; 1 was closed by cauteriza- 
tion, 1 by suture, and 4 by a skin plastic operation. 
In 2 cases of tuberculosis the fistula remained open. 
In 1 instance of multiple fistule in a case of bron- 
chiectasis closure of only a part of the fistula was 
secured. 

In 4 fatal cases 1 death was caused by sepsis and 
inanition following a rib resection for drainage, 1 
by cerebral abscess following a plastic operation, 1 
by tuberculous meningitis also following a plastic 
operation, and 1 by influenzal pneumonia following 
a decortication. 

Hedblom closes the article with the following 
tentative conclusions: 

1. Chronic empyema has been recognized and 
treated during twenty-six centuries, but it has been 
only sixty years since the first rib resection for 
drainage was done. The successive stages in the 
ga of treatment since that time are as fol- 
ows: 

a. Increasingly radical treatment, designed to 
obliterate the cavity by the collapse of the chest wall, 
involving successively more extensive operations, 
and culminating finally in a complete radical resec- 
tion. 

b. A conservative trend manifested primarily in 
the modifications of the complete resection, but 
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more in the attempt to preserve the chest wall and 
to restore the lung to its structural and functional 
relationships as first advocated by Delorme. 

c. The adaptation of the Carrel-Dakin hypo- 
chlorite solution technique to the treatment of 
chronic empyema cavities. 

2. Chronic empyema is a disease which is not 
incompatible with life nor with a fair degree of 
health and usefulness. The principles of treatment 
should therefore be, first, the preservation of life, 
and second, as far as possible, the conservation of 
function. Shortening convalescence, while very 


desirable, should always be a subsidiary considera- 


tion. 

3. The choice of treatment must be made with 
cognizance of the variable etiology and pathology 
of the process and the general condition of the 
patient. 

4. A major procedure is indicated only if non- 
operative or less extensive surgical treatment may 
be reasonably considered less effective. 

5. In case of sinuses and small cavities, adequate 
drainage is usually sufficient to effect a cure with or 
without brief preliminary treatment with hypo- 
chlorite solution. It is at least open to question 
whether a radical operation is indicated in these 
cases for the sole purpose of shortening the convales- 
— at the risk of an appreciably increased mor- 
tality. 

6. Dakin’s hypochlorite solution treatment is the 
method of choice in the treatment of the ordinary 
type of chronic empyema cavity of any size, for 
the following reasons: 

a. The general condition of the patient is, as a 
rule, improved to a remarkable degree. 

b. The cavity may be obliterated or greatly re- 
duced in capacity by the liberation and expansion 
of the lung resulting from the treatment. 

c. If the lung expands in part the extent of a 
later operation will be proportionately reduced. 

d. If the lung entirely fails to expand, the cavity 
will have become relatively sterile in preparation 
for operation, thereby lowering postoperative 
morbidity and mortality. 

e. Pulmonary decortication will be materially 
facilitated in some cases because of the softening 
action of the solution on the visceral pleura. 

7. A pulmonary decortication through a rib- 
spreading exposure after preliminary irrigation with 
hypochlorite solution is the most conservative treat- 
ment for cavities that are not obliterated by drain- 
age or Dakin’s solution treatment alone. If such an 
operation is successful, the lung is restored to its 
normal structural and functional relationship and 
the cavity is thereby eliminated. If the operation 
is only partly successful, the magnitude of a sec- 
ondary destructive operation is proportionately 
decreased. 

8. Since before operation it is impossible to judge 
with certainty regarding the relative expansibility 
of the lung in every recent non-tuberculous case, 
a decortication should be done rather than a de- 


structive operation so that the patient may be 
given the benefit of the doubt. 

9. If the lung does not expand, or if a consider- 
able cavity persists following decortication, a plastic 
operation is indicated. 

10. If the cavity is of considerable extent or the 
patient is debilitated, a two- or three-stage plastic 
operation is to be recommended. 

11. The recognition of tuberculous empyema is 
often difficult. A history of a primary pleurisy with 
effusion seems more often to signify a tuberculous 
condition than does a pulmonary lesion, unless the 
latter is active and extensive. A tuberculous em- 
pyema may be present in the absence of clinical 
or X-ray evidence of pulmonary involvement. The 
typical microscopic picture in the sectioned pleura 
or the demonstration of the bacilli in the exudate 
may constitute the only evidence in such cases. 

12. A tuberculous empyema not secondarily 
infected should not be drained, and should be 
aspirated only for a considerable accumulation of 
fluid. For a tuberculous empyema secondarily 
infected, either by operation or spontaneously, 
drainage is necessary. 

13. In the absence of bronchial fistule and of 
bleeding, secondarily infected tuberculous empyema 
may be markedly benefited by antiseptic solution 
treatment. The amount of fibrosis or other patho- 
logic change in the lung in such cases determines 
the degree of expansion of the lung, whether follow- 
ing antiseptic solution treatment or decortication. 

14. If the lung fails to expand in whole or in large 
part, a several-stage operation designed to collapse 
the chest wall is indicated. Tuberculous patients 
are relatively poor operative risks. 

15. Adequate drainage is the first indication in 
cases of empyema cavities which are draining 
through large bronchial fistula. The fistule may 
be obliterated spontaneously following such treat- 
ment. 

16. Operative closure of bronchial fistula that 
persist is necessary for complete healing. It may 
be accomplished by decortication of the involved 
portion of the lung with the cautery, suture, or skin 
plastic to cover the opening of the fistula. Occa- 
sionally healing results from simple granulation of 
surrounding tissue after destruction of the epithelial 
lining of the bronchial stoma. 

17. Closing the bronchus which is draining pus 
from within the lung may result in a secondary lung 
abscess. 

18. A large bronchial fistula is a contra-indication 
to treatment with Dakin’s solution. 

1g. Sinuses of variable duration are common 
following more or less complete obliteration of 
empyema cavities. A large proportion eventually 
are obliterated without radical treatment. For those 
which persist, plastic operation is indicated. 

20. Operative mortality in chronic empyema has 
been due largely to shock and infection. Reduction 
of the extent of operation and preliminary steriliza- 
tion will materially lower this mortality. 
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Adams, J. E.: Lumps in the Breast. Practitioner, 
1920, cv, 166. 

Adams considered the treatment of “lumps” in 
the breast from three points of view: (1) cases 
which must be operated on without delay; (2) 
cases in which surgical delay is permissible or non- 
operative treatment is desirable; and (3) the scope 
of the operation. 

Under the first heading he includes all cases of 
malignant disease and all tumors suspected to be 
malignant, except those which must be classed as 
inoperable. 

A complete operation should be performed when 
it appears that all obvious malignancy can be 
removed and the patient is able to stand an extensive 
operation. A palliative operation may be done to 
reduce the risk of the formation of a painful malig- 
nant ulcer, but it is not worth while to do any 
operation in malignant disease unless the whole 
breast can be removed and the adjacent axilla 
cleared of its glands. 

Non-malignant lumps include abscesses. These 
must be opened to drain the pus. The incision 
should be in a direction radiating away from the 
nipple. The septa of multilocular abscesses should 
be broken down with the finger and tube drainage 
established in the lowest part of the abscess cavity. 
Adenomata may be enucleated. Cysts should not 
be treated by puncture or aspiration but removed. 


In localized mastitis operative treatment is called’ 


for if the lesion does not yield to local applications 
after a trial of three or four weeks. Occasionally 
these small masses disappear as the result of treat- 
ment with hot dressings or local gentle friction with 
a liniment of atropine or iodex, but the diagnosis 
in such cases is by no means certain and for this 
reason it is dangerous to postpone surgical measures. 

In diffuse mastitis the decision may be even more 
difficult, but there are two factors which should 
influence one to urge operative treatment rather 
than palliative measures. Chronic interstitial mas- 
titis is often the precursor of cancer; therefore, if one 
wishes to cure cancer of the breast, he should arrest 
it still-born and non-malignant. The second factor 
is the age of most patients with this condition. The 
majority are over 40 years old and therefore, as a 
functioning gland, the breast has ceased to be of 
much value. Hence amputation of the whole breast 
is called for rather than mere local excision. 

The author divides cases in which surgical delay 
is permissible or non-operative treatment is desir- 
able into two groups and considers the second group 
first. Under non-operative treatment he includes 
radiotherapy, local applications to the breast, and 
the use of drugs. As to the last, he states that it is 
doubtful whether any drug exerts much influence 
on the activity of the breast, but that if a syphilitic 
lesion is diagnosed, it is amenable to modern thera- 
peutic remedies, and both arsenical preparations 
and mercury should be employed. 

Topical applications to the breast consist mainly 
of hot dressings for the relief of congestion in sub- 


acute mastitis and in some forms of lobar mastitis. 
These are applied with the firm pressure of a band- 
age, and doubtless the pressure and support have a 
beneficial effect, especially on a breast in the 
lactating stage. Puerperal mastitis, and even a 
threatened abscess, may be aborted by taking the 
child away from the breast, drawing off the milk 
with a breast pump, and supporting the gland with 
a firm bandage. 

Radiotherapy has been used as an adjunct to 
surgery as well as a substitute for operation. The 
author believes that radium inserted into a tumor 
of the breast sometimes causes shrinkage of the 
tumor mass, but he has never seen a cure effected by 
this method of treatment. He believes the X-ray is 
more successful as radium is essentially local in its 
action and does not possess the penetrating power 
of the roentgen ray. In cases in which operation is 
contra-indicated and those in which there is recur- 
rence in deep tissues the X-ray affords some 
prospect of amelioration of the condition; malig- 
nant ulcers may heal under its influence, pain 
may be lessened, and deposits in the glands may 
shrink. 

X-ray treatment has been advocated also for 
chronic mastitis but, while cures have been re- 
ported, the author feels that it is a rather dangerous 
method of treatment because we are often uncertain 
of the diagnosis and the precise action of the rays 
on the tissue-cells is not entirely under control so 
that, in the endeavor to induce resolution, un- 
stable cells may be stimulated into malignant 
activity. 

Cases in which it may be desirable to postpone 
operation for a short period of time include only 
a very small number of cases of malignant tumor. 
The period of delay must necessarily be short. If 
it is certain that the lump is not malignant, delay 
will not alter the prognosis appreciably. If there is 
doubt as to whether the lump is inflammatory, 
cystic, or malignant, the sooner the diagnosis is 
cleared up the better. In such cases the aid of the 
microscope will probably be required and therefore 
the removal of a piece of tissue. If the patient is 
over 40 years of age it is best to obtain her permis- 
sion to remove the whole breast; if she is younger, 
the removal of a wedge-shaped portion may be 
sufficient. 

In the operation for malignant disease of the 
breast it is better to remove too much rather than 
too little. There are four degrees of removal: 
(1) complete amputation with the removal of the 
pectoral muscles and clearance of the axillary 
glands; (2) amputation of breast with the nipple and 
covering skin; (3) excision of the breast, leaving the 
skin and nipple; and (4) excision of a wedge-shaped 
portion of the breast. 

Amputation of the breast, leaving the pectorals 
and axillary glands, is called for in diffuse mastitis, 
in cases of simple neoplasms involving most of the 
breast, and occasionally in malignant disease to rid 
the patient of a malignant ulcer. 
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In the radical operation the author makes the 
skin incision in the shape of a racquet with two 
handles, an upper and a lower, so as to open up the 
superficial fascia and allow that which is to be left 
behind to be raised up to the clavicle, inward to the 
sternum, and as far back as the posterior axillary fold. 
At the upper part the insertion of the pectoralis 
major should be defined, while at the lower limit the 
upper part of the rectus sheath should be raised 
from the muscle. The axilla is most easily opened 
by division of the fibers of the pectoralis major close 
to its insertion and then close to the clavicle. This 
exposes the costocoracoid membrane, the pectoralis 
minor, and the axillary vein. The former structures 
are removed and the vein is laid bare. The lym- 
phatics, as far as the under-aspect of the clavicle, 
are freed, and the fascial covering of the latissimus 
dorsi and the serratus magnus is dissected up from 
the back of the axilla. 

One of the advantages of extensive removal of 
fascia is that the skin flaps more readily slide to- 
gether. Tension stitches are rarely necessary. 
Hemostasis must be carefully attended to at the 
operation, and the axilla must be drained of blood 
and serum for the first forty-eight hours after opera- 
tion. The author ties a large glass Kocher tube 
through the upper part of the skin incision to drain 
the axilla, and places a smaller one in the lower part 
of the incision. Until these are removed, between 
thirty-six and forty-eight hours after the operation, 
it is well to bandage the arm to the side. After 
the first dressing and the removal of the tubes, the 
arm may be supported in a sling. Active movements 
of the hand are encouraged from the first, free 
movements of the forearm are allowed after the 
tubes are out, and movement of the upper arm 
after the fifth or sixth day. 

The patient should be examined after the opera- 
tion regularly at monthly intervals. 

G. W. Hocurern. 


TRACHEA AND LUNGS 


Hartwell, J. A.: Abscess of the Lung. Ann. Surg., 
1920, Ixxii, 333. 


An abscess of the lung is a collection of pus within 
the destroyed lung parenchyma; that is, outside the 
lumen of the respiratory tree. Surrounding the 
abscess, really a portion of its wall, there is often a 
zone in which the lung tissue is destroyed. This 
zone may be somewhat massive and the condition 
may approach gangrene. 

While abscesses of the lung may result from other 
causes, the great majority have as a direct antece- 
dent some type of aspiration inflammation. Ab- 
scesses are encountered clinically following all types 
of pneumonia, but as a rule a secondary invader, 
such as a staphylococcus or streptococcus alone or 
in association with the influenza bacillus is found. 

In every case of abscess there is an exit for the 
fluid pus through the vesicles and small bronchioles. 
This drainage, however, is often inadequate, and 


following the law of all suppurations, the process 
extends along the line of least resistance. Ulti- 
mately a large bronchus is opened to it, drainage is 
free, and the complete pathologic picture of abscess 
is presented. 

An abscess in the more superficial parts of the 
lung tends to reach a considerable size before it 
approaches a bronchus with a lumen of sufficient 
size to afford adequate drainage. In the deeper 
parts of the Jung such bronchi are more numerous 
and drainage is more complete. 

When an abscess of considerable size develops in 
the superficial part of the lung and fails to reach a 
bronchus of size, there is no expectoration of pus. 
In its extension it finally arrives at the pleural 
surface, ruptures through, and produces a secondary 
empyema. The physical signs of the empyema then 
completely mask the abscess, and the case appears 
as a case of empyema only. The abscess extends 
also, however, toward the deeper portion of the lung 
so that ultimately a large bronchus is reached and 
free expectoration of pus results. This is interpreted 
as the “rupture of an empyema” into the lung. 

H. A. McKnicar. 


Whittemore, W.: Lung Abscess from a Practical 
Point of View. Surg., Gynec. & Obst., 1920, xxxi, 
144. 

Although medical books give lobar pneumonia as 
the most common cause of lung abscess, the author 
has found it to be seldom if ever responsible. The 
most common etiological factor in Whittemore’s 
cases was the aspiration of blood or infected matter 
during or following operations on the nose and 
throat and the extraction of teeth. The next most 
frequent cause was bronchopneumonia. In rare 
cases the abscess was due to a septic enfarct. 

The three most common conditions which must 
be considered in the differential diagnosis are lung 
abscess, bronchiectasis, and a small encapsulated or 
interlobar empyema. The prognosis of these con- 
ditions is very different. If a small encapsulated 
empyema is drained the outlook for cure is very 
good, while if a lung abscess is drained the prognosis 
as regards a permanent cure is only fairly good. In 
bronchiectasis drainage offers absolutely no hope of 
cure. 

Four essentials in the diagnosis are a carefully 
taken history, a sputum examination, an X-ray 
examination, and a physical examination. 

There are certain cases in which almost any one 
can obtain the history. These are the cases in which 
the condition has followed aspiration. The difficult 
cases, however, are those in which there has been 
some lung infection three or four or even more 
months previous to the patient’s admission to the 
hospital. For instance, a history may be given which 
goes consistently with a sudden pneumococcus 
infection and might tend to throw evidence toward 
an encapsulated empyema which}had been un- 
recognized and untreated until it suddenly broke 
through into the lung and bronchus. Or the history 
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may be consistent with an influenza bacillus infec- 
tion of the lung and this would tend toward a bron- 
chiectatic condition. 

To rule out tuberculosis many examinations of 
the sputum are necessary. The finding of fibers 
points in all probability to a lung abscess. The 
presence of a large number of influenza bacilli’ in- 
dicates bronchiectasis. 

The X-ray examination is important as in many 
cases it not only reveals the nature of the condition 
definitely, but also very clearly indicates the 
situation of the process. If the X-ray shows a 
definite cavity with a fluid level in it, the condition 
is doubtless lung abscess, but if it shows a definite 
shadow but no fluid level, the condition may be a 
persistent unresolved pneumonia or a small localized 
bronchiectasis. 

While occasionally all the classical signs are pres- 
ent, such cases are rare. In some instances only a 
little dullness or a few rales or both are noted. In 
one of the author’s cases nothing was discovered dur- 
ing the physical examination although a lung ab- 
scess was found at operation. 

While between 6 and ro out of every 100 cases of 
lung abscess will become cured spontaneously there 
is danger of brain abscess or a general septicemia 
or pyemia unless operative treatment is given. As 
a rule the author operates on all cases of lung ab- 
scess. Whittemore condemns the practice of inserting 
needles through the chest wall before operation for 
diagnostic purposes as he believes that in such a 
procedure there is great danger of empyema, pneu- 
mothorax, or puncture of a large vein in the lung 
with resulting hemorrhage which may cause death. 

The operation recommended is the two-stage 
operation. In the first stage a window is opened 
down to the pleura and if the lung, and the costal 
pleura are not adherent, adhesion is brought about 
by packing a gauze sponge against the pleura and 
leaving it in place for two or three days. In the 
second stage, which may be done safely two or 
three days after the first stage, the abscess is opened 
through the small area where the lung and the 
pleura are adherent, and drainage is effected by means 
of a soft rubber tube with a cigarette wick to the 
pleura. Cart H. Davis. 


Eggers, C.: The Treatment of Bronchial Fistulae. 
Ann. Surg., 1920, |xxii, 345. 


Six cases of bronchocutaneous fistula are reported. 
A bronchial fistula is a communication between the 
bronchus and the outer surface of the lung. Etiolo- 
gically such fistule are divided into: (1) those due 
to intrapulmonary suppuration such as lung abscess 
or bronchiectasis; and (2) those due to external vio- 
lence such as gunshot wounds and war injuries. 
A lung abscess may rupture spontaneously, in which 
case usually a bronchopleural fistula develops, or if 
operated upon, a bronchocutaneous fistula. Ana- 
tomically, bronchocutaneous fistula are divided in- 
to: (1) bronchopleural fistule which Eggers be- 
lieves are much less commonly associated with 


empyema than they are generally supposed to be, 
and (2) bronchocutaneous fistula which are due 
usually to operative interference in cases of lung 
abscess or to gunshot wounds. 

The treatment of bronchopleural fistule asso- 
ciated with empyema either acute or chronic is 
usually that of the primary condition. The fistula 
itself does not require special treatment. 

The treatment of bronchocutaneous fistule de- 
pends upon their etiology and duration and other 
special points. If the fistula is a safety valve for pus 
from an intrapulmonary focus, it must not be inter- 
fered with except that in long-standing suppuration 
such causes as a lobulated cavity or a sinus too nar- 
row to carry off the secretions should be corrected. 
In the few cases which persist after suppuration has 
ceased the operative procedures must be directed 
against the two common causes: (1) a rigid outlet 
at the chest wall preventing collapse and union of 
its walls, and (2) epithelialization of the entire tract. 

In the operative descriptions emphasis is placed 
on the importance of: (1) treatment of the primary 
cause if it persists, (2) excision of the fistulous mar- 
gins and mobilization of the lung, (3) light cauteriza- 
tion of the tract, and (4) in some cases suture of the 
outer opening of the fistula and drainage. Muscle 
flaps are useful to cover the bronchial sinus after 
the necessary preparation. If the fistula is due to 
a lung abscess and there is danger of damming back 
secretions and the development of pneumonia, the 
bronchus should not be sutured. Instead, a muscle 
flap should be simply laid over it and drainage facili- 
tated. Whenever possible local anesthesia should 
be used. H. J. VANDEN BERG. 


HEART AND VASCULAR SYSTEM 


Costantini, H.: The Surgical Treatment of Heart 
Wounds (Du traitement chirurgical des plaies du 
coeur). J. de chir., 1920, xvi, 383. 


Costantini has collected the statistics of 287 cases 
of injuries of the heart due to projectiles or cutting 
instruments in which there were 141 recoveries 
following operation. He believes that every wound 
of the heart should be operated upon immediately 
even though such an injury may recover spontane- 
ously. 

Reviewing the surgical methods of approaching 
the heart the author states that no method should 
be selected which does not spare the pleura. While 
the immediate danger is danger to the heart, the 
late danger is infection of the pleura. 

When the symptoms and examination have clearly 
established the presence of a heart wound the heart 
should be approached by sectioning a flap including 
the third, fourth, and fifth cartilages on the left side 
and, if necessary, resecting the left sternal border. 
When the presence of a heart lesion is doubtful an 
exploration should first be made through a trans- 
verse incision. 

In the thoraco-phreno-laparotomy advocated by 
Duval and Barnsby accidental opening of the pleura 
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is to be feared, especially during the separation of 
the sternal ends. 

In cardiorrhaphy the method of choice to arrest 
hemorrhage is digital obliteration of the wound, 
but the surgeon must see clearly and the operative 
opening must be ample. As far as possible, sutures 
of the heart should be non-perforating. 

The statistics collected by the author show that 
the mortality of operations on heart wounds is 
approximately 50 per cent. In 221 cases of ventricu- 
lar wounds there were 118 deaths (mortality 53 
per cent), while in 36 cases of auricular wounds 
there were 14 deaths (mortality 38 per cent). 

Of 221 ventricular wounds 119 were wounds of the 
left ventricle (mortality 55 per cent), and 102 wounds 
of the right ventricle (mortality 52 per cent). 

In 213 cases of knife wounds of the heart there 
were 111 deaths (mortality 52 per cent), while in 74 
cases of wounds due to projectiles the mortality was 
47 per cent. In 13 cases in which there was an 
associated abdominal wound 10 deaths occurred, 
while in 27 cases in which there was an associated 
wound of the lung there were 19 deaths. 

In 128 cases in which hemopericardium was the 
chief complication the mortality was 38 per cent; 
in 48 cases in which the chief complication was 
hemothorax the mortality was 57 per cent; and in 
63 cases in which both hemothorax and hemoperi- 
cardium were present there were 45 deaths. 

In conclusion Costantini states that certain 
wounds of the heart, like certain wounds of the 
arteries. may be dry wounds. W. A. BRENNAN. 


PHARYNX AND GSOPHAGUS 


Bohmansson, G.: An Antethoracal-Csophageal 
Plastic Operation. Acta chir. Scand., 1920, liii, 91. 


Any impermeable cesophageal stricture which 
cannot be dilated or upon which an endo-cesophageal 
operation is impossible presents an indication for 
a plastic cesophageal operation. However, because 
of the long time necessary to complete the operation 
and the difficulties and risks encountered, this pro- 
cedure is advisable only in non-malignant cases or 
malignant cases in which the X-ray or radium have 
effected or are effecting a cure. 

An attempt should be made always to establish a 
sufficient opening by probing. According to von 
Haecker, direct or even retrograde probing should 
be carried out most conscienciously. Although a 
gastrostomy will keep the patient alive for a long 
time it is an unsatisfactory procedure and the pa- 
tient is a confirmed invalid as the lack of psychic 
stimulation greatly impairs his digestive powers. 

The author reports the case of a man 38 years of 
age, who, at Christmas time, 1918, drank a wine- 
glassful of strong polishing lye. He recovered from 
the immediate effects, left the hospital in fair condi- 
tion, but re-entered it in February, 1919, because 
of difficulty in swallowing. He was then able to 
take only liquids and at times had difficulty in 
swallowing these. In March a gastrostomy—Witzel 


fistula method—was performed. The patient was 
fed through the fistula until May when, after gain- 
ing 6.4 kg., he was subjected to a second operation. 

Through a median incision a loop of jejunum 
about 30 cm. long was detached with its blood sup- 
ply and the distal end was implanted into the 
stomach near the lesser curvature while the proxi- 
mal end was kept closed and threaded under the skin 
of the thorax so that it emerged just below the sec- 
ond rib to the left of the sternum. The severed 
parts of the intestine were united by means of a 
lateral anastomosis. The object in leaving the upper 
end of the intestinal transplant closed was to pre- 
vent infection. The lower end was implanted into 
the stomach immediately to allow for drainage. 
The advantage of the implantation at the lesser 
curvature was that the danger of kinking or looping 
was diminished. Lexer, Bornhaupt, and others 
have divided this procedure into two stages, first 
separating the loop and re-uniting the intestine, and 
then transplanting the loop and performing the 
entero-gastrostomy. In June, 1919, in the case 
reported an cesophageal fistula was established in 
the neck. This was followed by a rather stormy 
convalescence and the next operation was not done 
until October. In the meantime the skin of the 
chest was epilated by means of the X-ray. 

At the next sitting a skin tube was made by 
incising the skin in two parallel lines extending from 
the cesophageal fistula above to the wound under 
the second rib where the proximal end of the 
transplanted intestine was anchored, undermining 
the edges, and rolling the skin into a long hollow 
cylinder. The skin tube was then united carefully 
to the cesophageal and intestinal openings. The 
tube and both openings were covered over with a 
large pedicled flap. Fistule formed at the lower 
end of the skin tube but finally healed. Two weeks 
after the last operation the patient began taking 
nourishment by mouth and from this date he im- 
proved rapidly. In February, 1920, the catheter 
was removed from the Witzel fistula and soon there- 
after the gastrostomy opening closed spontaneously. 
A month later the patient was discharged in good 
health, having gained in all 13.2 kg. ‘“‘He was able 
to take all kinds of nourishment but had to masti- 
cate coarse meat in order to swallow without 
hindrance.” 

The article is concluded with a very complete 
bibliography. R. B. Berman. 


MISCELLANEOUS 


Heyd, C. G.: Thoraco-Abdominal Injuries: Some 
Technical Procedures Developed by the War. 
Ann. Surg., 1920, Ixxii, 370. 


Combined thoraco-abdominal injuries passing 
from side to side through either the right or the left 
hypochondriac region were relatively benign but the 
mortality was greater the nearer the track of the 
projectile approached the midline. When there was 
a fair-sized perforation of the diaphragm or a loss 
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of substance, herniation of the abdominal contents, 
most frequently of the omentum but also of the spleen, 
the stomach, and the transverse colon, was com- 
mon. When the liver was injured the initial ham- 
orrhage was severe but had stopped at the time of 
operation except in cases of fragmentation. The 
spleen showed a greater tendency toward frag- 
mentation than the liver. Diaphragmatic injury 
always calls for suture for if it is left unrepaired 
death is the inevitable consequence. In diaphrag- 
matic injuries which could not be exposed by 
enlarging the orifice of entry or exit, a thoracotomy 
with resection of from 6 to 8 in. of the sixth or 
seventh rib was done. 

In some cases the opening was enlarged so that 
intra-abdominal complications could be dealt with, 
but when such enlargement was inadequate, a 
laparotomy was done also. In one case splenectomy 
was performed through the chest. No. 2 chromic cat- 
gut was used for diaphragmatic suture. In cases in 


which there was loss of the marginal portion of the 
diaphragm it was relatively easy to suture the 
parietal portion of the diaphragm to the parietal 
pleura. The handling of the lung did not cause a 
marked fall in the blood pressure nor the samc 
degree of shock as similar manipulation of the 
intestines. 

Liver wounds were lightly débrided and some 
of those which were gutter shaped were sutured or 
covered with omentum. In cases of injury to the 
kidneys the shock and mortality were less when the 
posterior surgery was done before the laparotomy 
or thoracotomy. 

War experiences suggest a wider technical appli- 
cation of major thoracotomy to lesions involving 
the diaphragm and the viscera immediately sub- 
adjacent to it, such as diaphragmatic hernia, le- 
sions of the liver and the cardiac portion of the 
stomach, and certain lesions of the spleen. 

H. J. VANDEN BERG. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Taylor, A. S.: The Results of Operations for In- 
guinal Hernia Performed in the Johns Hopkins 
Hospital from Jan. 1, 1899, to Jan. 1, 1918. 
Arch. Surg., 1920, i, 382. 


The chief purposes of this investigation have 
been: (1) to determine the cause of recurrence or 
weakness in the wound following the various pro- 
cedures used to cure the hernia, and (2) to deter- 
mine the value of each feature of the operation. 

From Jan. 1, 1899, to Jan. 1, 1918, there were 
performed in the Johns Hopkins Hospital 256 opera- 
tions for direct, and 2,230 operations for indirect in- 
guinal hernia. In July, 1918, letters were sent to 
all patients treated between these dates with the 
request that they present themselves for examina- 
tion if possible, and if unable to do so, that they 
send a report regarding the local condition from 
their physician. The results have been ascertained 
in gIo cases. 

Of 816 cases of indirect hernia, the results in 
356 are known from examination in the hospital, and 
those in 460 cases from reports of a physician or the 
patient. In the 356 patients examined at the 
hospital, 30 recurrences were found. Of the 460 
patients who responded by letter only 16 reported 
recurrence. As the percentage of recurrence in the 
patients examined by surgeons at the Johns Hopkins 
Hospital is more than twice as great as in those who 
reported by letter, the author believes that recur- 
rences have been overlooked by the patients them- 
selves or their examining physicians, and hence that 
the actual number of recurrences is greater than 
the figures indicate. In 770 cured cases the av- 
erage time that had elapsed since operation was 
six years, and in 46 recurrent cases, forty-two 
months. 


Of the patients operated on for direct hernia, 47 
were subsequently examined at the hospital and 
found to be cured, and 30 reported a cure by letter. 
In these 77 cases the average time that had elapsed 
since operation was five years. In an examination 
at the hospital 14 recurrences were found, and 
3 patients reported a recurrence by letter. The 
average period of recurrence in these direct cases 
was eight and six-tenths months after operation. 

In attempting to determine the factors involved 
in the recurrence of an inguinal rupture the type of 
the hernia, the condition of the structures—espe- 
cially of the conjoined tendon—the features of the 
operation, the healing of the wound, the age and 
sex of the patient, and the operator’s technique have 
been taken into consideration. 

In the course of this study a number of patients 
operated on previous to 1899 were seen incidentally. 
The results of these examinations are given in the 
following table: 


EXAMINATION OF PATIENTS OPERATED ON PREVIOUS 


1899 
Time elapsed = Number of ‘Time elapsed = Number of 
since operation patients since operation patients 
19 years 10 24 years 6 
20 years II 25 years 6 
21 years 6 26 years I 
22 years 4 27 years 2 
23 years 3 


Of 95 cases in which the veins were excised, 
hydrocele is known to have occurred in 19 (20 
per cent). 

Of 721 cases in which the veins were excised, 
hydrocele occurred in 28 (3.8 per cent). The corre- 
spondence of these figures with those of Bloodgood 
is striking. 
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Local anesthesia was used in 50 of the operations 
for indirect hernia. A recurrence developed in 6 
(12 per cent). Infection followed the use of local 
anesthesia in 1 case (no recurrence). In this in- 
stance an infected suture was removed one year 
after the operation. 

Infection of the wound occurred in 8 cases, and 

in these there were 2 recurrences (25 per cent). 
In 48 cases of indirect hernia with more or less 
completely obliterated conjoined tendon there 
were 18 recurrences (37.5 per cent). This is a greater 
percentage of recurrences than in cases of the direct 
variety in which the conjoined tendon was not 
obliterated. In the 48 cases of weak or partially 
obliterated conjoined tendon the cord was trans- 
planted in 8, and in these 8 cases a recurrence 
developed in 2 (25 per cent). In one of these recur- 
rent cases, the recurrence was found at the lower 
angle of the wound; the other patient was not seen 
subsequent to the operation and the exact situation 
of the recurrence, which was reported by letter, is 
not known. 

In 22 cases in which the rectus muscle was trans- 
2 i there were 9 cases of recurrence (40.9 per 
cent). 

A flap from the rectus fascia was transplanted in 
13. In this series there were no recurrences. 

The cord was transplanted in 19 cases, with 7 
recurrences (36.8 per cent). The recurrence was 
found at the site of the transplanted cord in 3 cases 
and at the lower angle of the wound in 1. Its situa- 
tion in 3 is unknown. 

The cord was split and the, veins alone trans- 
planted in 44 cases. In these there were 8 recur- 
rences (18.1 per cent). In 6 the recurrence was 
found at the site of the transplanted veins, and in 
2 also at the site of the untransplanted vas deferens. 
Thus it appears that while the splitting of the cord 
did not reduce the percentage of recurrence it 
transferred its site. 

The cord was excised in 21 cases in which there 
were no recurrences. 

In 9 cases of undescended testicle with indirect 
hernia there was 1 recurrence (11.1 per cent). In 
the recurrent case the testicle had been replaced in 
the scrotum. In the other 8 cases castration had 
been performed in 4 instances, and the testicle had 
been replaced in the scrotum in 4. 

In rr cases of strangulated indirect hernia, 2 of 
which were drained, a recurrence developed in both 
of the drained cases. In the 9 undrained cases there 
were no recurrences. 

Of the 87 cases in which the veins were not ex- 
cised, hydrocele occurred in 2 (2.2 per cent), whereas 
in the g treated by excision of the veins hydrocele 
occurred in 7 (77.7 per cent). 

Local anesthesia was used in 11 operations for 
direct hernia. In this series there were 2 recur- 
rences (18.1 per cent). 

Infection occurred in 4 cases, and in 2 of these a 
recurrence developed (50 per cent). In 1 of the re- 
current cases local anesthesia was used. 


There were 19 cases of direct hernia with a more 
or less completely obliterated conjoined tendon. 
Among these the number of recurrences was 6 (31.5 
per cent). This is approximately the same per- 
centage as that found in the indirect variety with 
obliterated conjoined tendon. In the 19 cases 
of weak or partially obliterated conjoined tendon 
the cord was transplanted in 9 and in these there 
were 3 recurrences (33.3 per cent). The recurrence 
was found at the inner angle of the wound in 1 
instance, but in 2 its site is unknown. 

In 12 cases in which the rectus muscle was trans- 
planted there were 3 recurrences (25 per cent). 

Transplantation of a flap from the rectus fascia in 
3 — was followed by a recurrence in 1 (33.3 per 
cent). 

In 20 cases in which the cord was transplanted 
there were 5 (25 per cent). The recurrence was found 
both at the site of the transplanted cord and at the 
inner angle of the wound in 1 case, and at the inner 
angle of the wound in 1. Its situation in the others 
cannot be determined from the reports sent by 
letter. 

In 3 cases in which the cord was split and the 
veins transplanted and in 4 cases in which the cord 
was excised there were no recurrences. 

Following the 2,486 operations performed since 
1899 there were 19 deaths in the hospital. Seven of 
these were due to strangulated hernia, 4 to pul- 
monary embolism, 1 to myocarditis, 2 to meningitis, 
4 to pneumonia, and 1, that of an infant aged 17 
months, to status lymphaticus. The total mortality 
was 0.76 per cent. Excluding the deaths due to 
strangulated hernia, it was 0.48 per cent. 

E. C. RoBITsHEK. 


GASTRO-INTESTINAL TRACT 


Baurmann, K.: The Influence of War and War 
Rations on Surgical Diseases of the Alimentary 
Tract (Hat der Krieg und seine Ernaehrung die. 
chirurgischen Erkrankungen des Magendarmtraktes 
beeinflusst?). Deutsche Ztschr. f. Chir., 1920, cliv, 41. 


The following gastric and intestinal conditions 
were studied with regard to their frequency during 
war as compared with peace times: hemorrhoids, 
gastroptosis, enteroptosis, ileus, malignancy, gastric 
and duodenal ulcer, appendicitis, hernia, and diseas- 
es due to intestinal parasites. 

Partial starvation is evidenced first by a decrease 
in the body fat followed by changes which, in the 
abdominal organs, consist of variations in the intes- 
tinal contents, motility, capacity, and secretion, 
and an effect exerted by psychic stimuli upon di- 
gestion. In the frequency of hemorrhoids no varia- 
tion was noted. The same was true also of tuber- 
culous rectal fistula in spite of the fact that there 
was a marked increase in other surgical conditions 
due to tuberculosis. Prolapse of the rectum was 
more frequent during the war, as was also gastrop- 
tosis, though to a less degree. Ileus became more 
frequent especially in women, being due to the 
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fermentation of the foods rich in cellulose and 
carbohydrates, and the loss of fat. 

The frequency of carcinoma of the gastro-intes- 
tinal tract varied little with the exception of cancer 
of the rectum which showed a definite decrease due, 
according to Baurmann, to the fact that chronic 
constipation was less frequent. Carcinoma of the 
intestine showed a slight decrease in the number 
of cases. In agreement with many of the earlier 
investigators, the author found also an increase in the 
incidence of gastric and duodenal ulcer but does not 
regard this as of much importance. Appendicitis, 
which occurs infrequently among people subsisting 
chiefly on a vegetable diet, was less frequent. Her- 
nia, on the other hand, were more frequent as a 
result of emaciation and its consequences; in such 
cases there was a greater tendency to incarceration 
and the development of gangrene. Parasitic diseas- 
es of the bowel were also observed more frequently; 
in peace times such diseases are rare. 

(Z). 


Goullioud: Hemigastrectomy in the Treatment of 
Bilocular Stomach (De Vhémigastrectomie dans 
Vestomac biloculaire). Presse méd., Par., 1920, 
xxvii, 566. 


As applied to bilocular stomach the term “‘hemi- 
gastrectomy”’ means resection of the pyloric pocket. 
Goullioud prefers this term to ‘‘ pylorogastrectomy.”’ 

Goullioud has performed a hemigastrectomy in 
four cases of bilocular stomach, the first in 1997. 
These were cases of mediogastric stenosis without 
concomitant pyloric stenosis. Examination of the 
first three patients six and twelve years «after the 
operation showed that the gastric function still 
remained excellent. The operation in the fourth 
case was performed only recently. 

Goullioud believes that the hemigastrectomy for 
bilocular stomach which he performed in 1907 was 
the first of its kind. Bérard reported an earlier case 
but in this instance the stenosis was complicated by 
cancer. In 1899 Budinger performed a similar 
operation in a case of pyloric and mediogastric 
stenosis. 

In Goullioud’s first three cases the patients were 
women and the operation was performed under 
local anesthesia. Women bear the long operations 
of gastric surgery better than men and are less sub- 
ject to pulmonary complications. Men should be 
operated upon under local or regional anesthesia and 
the operation should be done in two stages, viz., 
entero-anastomosis on the cardiac pocket in the first 
stage and hemigastrectomy of the pyloric pocket 
after a suitable interval. 

The technique of the removal of the pyloric pocket 
_ is similar to that of Péan’s operation for cancer. 
The resection is begun either at the duodenum or 
above the mediogastric stricture after the stomach 
has been freed from its mesentery along its greater 
and lesser curvatures. 

In 1904 Santy collected from the literature the 
reports of 20 cases of bilocular stomach treated by 


pylorogastrectomy and 44 cases treated by medio- 
gastric resection. The mortality in the former group 
was 20 per cent, while that in the latter was 13.6 per 
cent. The clinical end-results of pylorogastrectomy 
after long intervals were most satisfactory. 

In recent years the operation of pylorogastrectomy 
or hemigastrectomy seems to have gained much 
ground. Pauchet and Délore in particular have 
published many case reports. 

In conclusion Goullioud states that the present 
tendency to resect an ulcer makes mediogastric 
resection or hemigastrectomy the operation of 
choice in cases of bilocular stomach due to ulcer. 
Gastro-enterostomy is an operation of urgency and 
other methods are indicated only when a gastrectomy 
would be impossible or very difficult. 

W. A. BRENNAN. 


Babcock, W. W.: The Control of Hyperchlorhydria 
and Its Consequences by Cholecystogastros- 
tomy. Med. Rec., 1920, xcviii, 476. 


In the normal process of digestion the pepsin in 
the stomach is combined with hydrochloric acid 
which is formed by the parietal cells in the prepyloric 
portion. The acidified pepsin, mixed with food is 
carried to the pyloric antrum, the area of the 
stomach subjected to the greatest irritation from 
the gastric juice. To protect the antrum from 
digestion an alkaline mucus is secreted by its mucous 
glands and at the completion of gastric digestion the 
pylorus relaxes and a reflux of bile and pancreatic 
juice into the stomach rests the antrum from the 
erosive chyme. 

In the duodenum the acidified pepsin, if per- 
mitted a prolonged contact, might damage the 
intestinal mucosa, but such contact is prevented 
by the closure of the pylorus, which is produced 
reflexly on the entrance of the acid chyme into the 
duodenum and continues until the acid is neu- 
tralized by the bile and pancreatic juice. 

Points on the mucosa where the protective 
mechanism is weakest are the predominent sites of 
peptic ulcers. Thus gastric ulcers are found chiefly 
on the upper and lateral walls of the antrum and 
duodenal ulcers on the upper wall of the first portion 
of the duodenum where the spurts of acid chyme 
through the pylorus first impinge and _ neutraliza- 
tion is most difficult. Therefore the author has come 
to the conclusion that as the peptic ulcer develops 
most frequently where there is most prolonged and 
intense hyperchlorhydria, as it rarely occurs on 
alkaline mucous surfaces, and as it heals when the 
acidity is overcome by admixture with the normal 
antacid bile, it is evident that acid pepsin is the 
most important single factor in the production oi 
ulcer. Such being the case, it would seem that the 
surgical problem might be simplified by throwing 
the bile directly into the mucous areas which have 
proved unable to withstand the acid gastric juice 
and thus produce a continuous physiological neu- 
tralization of the affected mucosa. For cases 0! 
obstinate hyperchlorhydria Babcock suggests @ 
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cholecystogastrostomy or what, in cases of ulcer, 
would be termed a ‘“‘cholecysto-ulcer-ostomy” in 
which the gall-bladder would be anastomosed to 
the edges of the opening left after the excision of 
the ulcer. Bile in the stomach does not produce 
harmful symptoms as it normally enters the stom- 
ach after each meal and frequently is found in ex- 
tracted test meals. 

The author comments on a series of 27 chole- 
cystogastrostomies and 15 cholecystoduodenostomies 
as follows: 

1. No ill effects followed the operations. 

2. In all cases of gall-bladder disease there was 
rapid and early convalescence. 

3. In all ulcer cases the results were excellent, 
the symptoms being relieved. In one case of bleed- 
ing ulcer no hemorrhage has been reported since 
the operation. 

4. The operations are simpler and easier than 
gastro-enterostomy and may be performed with less 
exposure and manipulation of the abdominal con- 
tents. 

5. A fairly large opening is made in the long axis 
of the stomach, the gall-bladder is sufficiently 
mobilized so that it can be brought to the desired 
part of the stomach, and the anastomosis is com- 
pleted with two or three rows of No. oo chromic 
catgut. As a rule, no drainage is used and the 
wound is tightly closed. 

6. While hydrochloric acid has been found in 
the stomach contents in cases treated by the opera- 
tions described, it was always less than normal] and 
associated with a diminished total acidity. 

In conclusion the author states that this article 
is merely a preliminary report on the operation and 
is made with the enthusiasm that comes with a 
somewhat limited and rather recent experience. 

H. K. BeEcc. 


Friedenwald, J., and Grove, G. H.: The Blood- 
Sugar Tolerance Test as an Aid in the Diagno- 
sis of Gastro-Intestinal Cancer. Am. J. M. Sc., 
1920, clx, 313. 

It has been known for many years that a high 
blood-sugar content is usually observed in patients 
affected with carcinoma. From a study of g2 cases, 
including 32 of carcinoma of the gastro-intestinal 
tract as well as normal and non-malignant cases, 
the authors draw the following conclusions: 

1. There is present in carcinoma of the gastro- 
intestinal tract usually a rather characteristic 
curve of sugar tolerance which differs somewhat 
from that observed in carcinoma in other regions of 
the body. The curve of this affection generally pre- 
sents a high sugar content even in the fasting state, 
which is followed by an initial rise up to 0.24 per 
cent or higher within forty-five minutes after the 
ingestion of dextrose, remains at this level for at 
least one hundred and twenty minutes, and at no 
time during this period falls below 0.20 per cent. 

2. The sugar tolerance test is rather distinctive, 
and therefore in a large proportion of cases may 


render valuable assistance in the differential diagno- 
sis between carcinoma and other diseases of the 
gastro-intestinal tract. 

3. While opportunity has not been afforded to 
test a sufficient number of early cases of cancer of 
the stomach and intestines by this method and thus 
to establish the value of the test as a means of 
obtaining an early diagnosis, the fact that positive 
curves occur whether cachexia exists or not and 
whether the extent of the involvement is slight or 
great encourages the belief that the results may 
be quite definite even in the early stages of the 
disease. 

4. While it is fully realized that the test is not 
specific and cannot be relied upon alone without 
consideration of the clinical aspects of the disease, 
and that there are cases of carcinoma in which 
negative findings occur and non-malignant conditions 
in which the results are positive, it is nevertheless 
apparent that, when properly performed, the blood- 
sugar tolerance test may be of considerable diag- 
nostic help in obscure cases of carcinoma of the 
gastro-intestinal tract. W. H. Napier. 


Hunt, E. L.: Multiple Resections of the Small 
Intestine. Boston M. & S.J., 1920, clxxxiii, 275. 


Twenty-one cases of multiple resection of the 
intestine were collected from the literature. Twelve 
of the patients died. Of 3 cases in which more than 
two segments were resected the author’s case is the 
only one in which a cure was obtained. 

The author’s patient was an Italian male, 27 years 
of age, who was shot through the abdomen at close 
range with a large caliber revolver. Eleven per- 
forations of the small intestine in two groups and 
another wound 18 in. above the ileocecal juncture 
nearly severing the bowel were found. There were 
also two considerable rents in the mesentery. Two 
resections, 21 and 13 in. in length respectively, were 
done, and a third shorter resection where the bowel 
was severely torn. Murphy buttons were used in 
each instance. 

Sixty-six hours later an enterostomy was done 
just above the upper anastomosis because of dis- 
tention and toxicity. On the thirty-fourth day the 
enterostomy was closed. The three Murphy but- 
tons passed on the forty-third day and the patient 
left the hospital on the forty-eighth day. 

The author draws the following conclusions: 

1. In cases of severe traumatism to the intestine 
multiple resections are possible and should be done 
when a single resection would necessitate the 
removal of too great an extent of bowel. 

2. When in such cases paralytic ileus has begun 


or is to be anticipated, a primary enterostomy . 


proximal to the traumatized area is theoretically 
indicated. 

3. In cases of postoperative ileus enterostomy 
should not be too long deferred. Its proven value 
entitles the patient to its benefits without waste of 
time on measures which are less efficient. 

C. R. STEINKE 
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Finsterer, H.: Arteriomesenteric Duodenal Oc- 
clusion and Acute Dilatation of the Stomach 
(Arteriomesenterialer Duodenalverschluss und akute 
Magendilatation). Deutsche Ztschr. f. Chir., 1920, 
cliv, 375. 


The author reports five cases of arteriomesenteric 
occlusion of the duodenum and acute gastric dilatation 
which were not preceded by operation and discusses 
the pathogenesis of the condition. He enters es- 
pecially into the differential diagnosis between arteri- 
omesenteric occlusion of the duodenum and acute 
dilatation of thestomach. Like Haberer, he considers 
a change in the pulse after gastric lavage one of the 
most important points differentiating acute dilata- 
tion of the stomach from primary arteriomesenteric 
occlusion of the duodenum. While in dilatation of 
the stomach which is secondary to arteriomesenteric 
occlusion of the duodenum the pulse does not change 
either in quality or frequency after a gastric lavage, 
in the primary gastric dilatation considerable im- 
provement in the pulse is noted. In many cases. 
nevertheless, a differential diagnosis between the two 
conditions is impossible. 

In both arteriomesenteric occlusion of the duo- 
denum and primary dilatation of the stomach 
gastric lavage and lying on the right side in the stom. 
ach and knee-chest positions are of first importance 
in the treatment. If these measures are not sufficient, 
operation is indicated. The operative prognosis 
in acute primary dilatation of the stomach is very 
uncertain as usually there is a central neuroparalysis. 

Bone (Z). 


Richardson, E. P.: Acute Intestinal Obstruction: 
A Study of a Second Series of Cases from the 
Massachusetts General Hospital. Bosion M. & 
S.J., 1920, clxxxiii, 288. 

The cases studied are 118 cases treated at the 
Massachusetts General Hospital from 1908 to 1917 
inclusive. Cases of acute mechanical obstruction in 
which operation was an immediate necessitv are in- 
cluded but cases of chronic and partial obstruction 
and cases of strangulated external hernia are not con- 
sidered. The fatalities of the series include deaths 
from any cause which occurred in the hospital. 

Of the 114 patients operated upon, 67 were males 
and 47 females. Table 1 shows the results on the 
basis of the patient’s age: 


Taste I. 

Mortality 

Age Cases Recoveries Deaths Per cent 
Under 1 year Il 3 8 93.7 
I—I0 years 6 5 I 16.6 
1I—20 25 18 7 28.0 
21—30 “ 15 13 2 43.3 
27 12 15 55-5 
4I—50 “ 10 6 4 40.0 
“ II 5 6 54.5 
61—7o 9 4 5 55-5 
* 3 2 I 33-3 


Table II gives the mortality in relation to the cause 
of the obstruction: 


TaBLe II 


—I1 -1917 ——— 
Mortality 
eries Deaths Per cent 


Type of case Cases 


Early postoperative obstruc- 
tion (first 4 weeks after op- 


29-22 7 24.1 
Late postoperative obstruction 
(developing after 4 weeks).. 28 17. 11 39.3 
Bands and adhesions without 
previous operation......... 14 7 7 50.¢c 
Meckel’s diverticulum........ 4 2 2 50.0 
16 12 4 25.0 
Intussusception. ............ 20 60.0 
Mesenteric thrombosis. ..... . 5 I 4 80.0 
I ° I 100.0 
Internal hernia.............. I ° I 100.0 
118 69 49 41.5 


Of the 60 patients without obstruction to the 
blood supply of the bowel, 42 recovered and 18 died. 
Of 34 with interference to the blood supply, 17 re- 
covered and 17 died. The extreme distention of 
late acute obstruction produces marked interference 
with the circulation of the bowel wall through stasis 
and congestion but does not obstruct the circulation 
of the mesentery. 

There was no marked variation in the mortality 
according to the level of the obstruction. 

The type of anesthesia and the results are given 
in Table III: 


Taste III 
Reco Mortality 
; Anesthesia Cases eries Deaths Per cent 
7 6 I 14.4 
Spinal and general........... 2 I I 
Local (novocaine)........... 4 2 2 
Novocaine and general....... 4 ° 4 
2 2 
118 


Next to the patient’s age and the cause of the 
obstruction, the factors of greatest influence in the 
outcome of treatment were the promptness of diag- 
nosis and operation, the type of anesthesia and 
operation, the technique of the operation, and the 
after-care. 

Improvement in the results lies in earlier diagnosis 
and operation. An average duration of time be- 
tween the onset of symptoms and surgical treatment 
amounting to approximately three days cannot be 
considered satisfactory. C. R. STEINKE. 


Holman, E.: End-to-End Anastomosis of the In- 
testine by Presection Sutures: An Experimental 
Study. Bull. Johns Hopkins Hosp., 1920, xxxi, 300. 


The authors summarize briefly principles de- 
serving recognition in the development of intestinal 
suture as follows: 
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1. The necessity for an approximation of peri- 
toneal or serous surfaces for a firm and permanent 
closure. 

2. The necessity of including in the stitches a bit 
of the submucosa or fibrous coat of the bowel wall. 

3. The importance of preventing soiling of the 
field of operation by intestinal contents or by 
handling of the mucous coat of the bowel. 

4. The necessity, in end-to-end union, of main- 
taining the blood supply intact to the edge of the 
divided intestine. In Holman’s opinion the fear of 
ischemic necrosis of the in-turned portion due to 
pressure on the mesenteric vessels has been hereto- 
fore the greatest factor influencing surgeons against 
the end-to-end suture. 

5. The importance of eliminating trauma. 

The animals used in the experiments reported 
were dogs and cats. The form of end-to-end 
anastomosis effected is described as the “‘ presection”’ 
type. All sutures were applied before the incision 
was made into the bowel, regardless of the amount 
of bowel to be resected. This was of value from the 
point of view of asepsis and from the standpoint of 
facility in suturing. All sutures were applied also 
without entering the lumen and without handling 
the septic mucosa at any time. The method was 
applied to the large bowel and used also in several 
end-to-end anastomoses in the cecum. The results 
were excellent. 

The sutures were applied at right angles to the 
lumen of the bowel and therefore parallel to the 
large vessels coursing through the bowel wall. 
Accordingly, none of the larger vessels was con- 
stricted when the sutures were tied and, as shown 
by the injections, there was no impairment in the 
circulation to the severed ends of the various 
intestinal layers. Furthermore, the villi of the 
mucosa continued to function to the very edge of 
the divided bowel, and in no specimen was there any 
evidence of sloughing of the in-turned edges. Ideal 
and rapid healing at the point of union was thus 
provided for. 

In the entire series there was no evidence of 
dilatation proximal to the anastomosis, a fact which 
indicated the absence of any obstructive narrowing 
of the lumen of the bowel. This being true for the 
intestine of the dog with its small lumen, Holman 
believes it would be true also for the intestine of the 
human subject with its larger lumen. 

In the procedure described there is less trauma 
than when mechanical devices are used and the 
bowel edges are handled with forceps as in the 
plain end-to-end and Connell sutures, in all of which 
injury to the mucosa is quite unavoidable. 

G. E. 


Hogan, E. P.: Appendicitis Caused by Endameceba 
Histolytica, with Postoperative Ameebic-Ulcer 
Perforation of the Cecum. J. Am. M. Ass., 1920, 
Ixxv, 727. 

_ Ina careful review of the literature Hogan found 

little information on ameebic infections involving the 


appendix. He quotes Musgrave who published an 
account of 50 fatal cases of intestinal amcebiasis 
without diarrhoea; Lenz who observed 1 case of 
appendicitis in amoebic dysentery; and Le Roy des 
Barres who reported 3 cases of appendicitis occurring 
in conjunction with, or following, amoebic dysentery. 
The author’s case is unique in that it is complete 
both from a clinical and a pathologic standpoint as 
the patient was operated on for appendicitis and the 
pathologic examination revealed within the appen- 
dix a true inflammatory condition involving the 
mucous and submucous coats and the presence of 
the endameeba histolytica. The autopsy report is 
quoted as follows: 

“The appearance of the caecum was striking. It 
presented numerous ulcers from 0.5 to 3 cm. in 
diameter, with soft, necrotic, overhanging walls and 
a central cavity filled with a yellowish or, at times, 
black, gelatinous material. The marginal intact 
mucosa was often extensively undermined, and 
neighboring ulcer cavities appeared in some cases 
to be connected by fistulous tracts extending 
laterally in the deeper levels of the wall beneath 
bridges of intact mucosa. The ulcerative process had 
involved the intestinal structures to varying depths. 
In many cases the inner muscular coat was exposed, 
and occasionally it appeared to have been invaded, 
or even destroyed, so that the serosa formed the 
floor of the ulcer, at least in part. * * * Noamebx 
were found outside the serosa. 

‘The appendix was markedly swollen, the cross- 
section of the fixed and dehydrated specimen 
measuring 1.2 cm. in diameter. There was a ragged 
area of ulceration involving about one quarter of 
the inner circumference of the walls and extending 
downward irregularly through the submucosa to 
the inner margins of the circular muscular layer. 
There were numerous smaller ulcers with a varying 
degree of destruction of epithelium and underlying 
tissues. Here the tendency was toward the produc- 
tion of a narrow ulcer cavity extending deeply into 
the mucosa and upper submucosa. The lumen of 
the appendix was filled with leucocytes, red cells. and 
cellular débris, mingled with which were consider- 
able numbers of amoebe. The amoebe were found in 
the greatest numbers, however, immediately on the 
margins of the ulcer cavities. They were present 
also, sometimes in abundance, in the glandular 
crypts adjacent to the active ulcers; immediately 
beneath intact stretches of epithelium; and in the 
connective and lymphadenoid tissues in the imme- 
diate neighborhood of ulcer cavities. They often 
contained englobed red blood cells. The amoebx 
were usually free in tissue spaces, but in many cases 
they appeared within the lumina of dilated lymph 
vessels. They appeared to excite no reactive in- 
flammatory changes. The ulcer margins usually 
showed marked fibrin deposits. In the deepest part 
of the two largest cavities there was active poly- 
morphonuclear exudation into the cavity and 
throughout the underlying tissue where the in- 
flammatory process extended in a wide sector out- 
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ward to involve the muscular coat. Here, the intra- 
vascular and perivascular spaces often showed 
abundant polymorphonuclear leucocytes. The 
blood vessels were everywhere dilated and engorged, 
and there was frequent interstitial haemorrhage. 
Small thrombi were frequent. The congestion and 
hemorrhage became especially marked at the 
mesenteric attachment and in the mesenteric tissue 
itself. The serosa showed in some areas well-marked 
polymorphonuclear infiltration, and there was an 
exudate of fibrin and leucocytes on the peritoneal 
susiace. * * 

anatomical diagnosis was: amoebic colitis 
with perforation of a cecal ulcer; abscess of the 
right iliac fossa and generalized acute peritonitis; 
amoebic abscesses of the liver; slight pulmonary 
congestion and oedema, with possibly early broncho- 
pneumonia; chronic splenitis; old adhesive pleuritis 
and recent appendectomy.” A. R. HOLLENDER. 


Falkenstein, L.: The Value of the Sondern Blood 
Picture in Appendicitis (Ueber die Verwertung 
des Blutbildes nach Sondern bei Appendicitis). 
Beitr. z. klin. Chir., 1920, cxix, 419. 


Falkenstein studied the Sondern blood picture in 
80 cases of acute appendicitis and 30 cases of chronic 
appendicitis and found the same results. The blood 
picture was a certain indication of the severity of 
the abdominal process and the reaction of the body 
toward it in every instance except in children under 
5 years of age. According to Sondern, an increase 
in the percentage of polymorphonuclear neutro- 
philes is an index of severe toxic absorption, and the 
grade of leucocytosis is an index of the resistance 
offered by the patient to this absorption. 

In the evaluation of the blood picture both the 
leucocytosis and the percentage of polymorpho- 
nuclears must be taken into consideration. A slight 
increase in the percentage of polymorphonuclears 
points to a mild infection whereas a decided increase 
in their number indicates a severe infection. A 
slight increase in the polymorphonuclears with a 
slight leucocytosis means a mild infection with 
definite resistance. A definite increase in the number 
of polymorphonuclears with a decided leucocytosis 
means a severe infection and good resistance. A 
definite increase in the polymorphonuclears and a 
slight leucocytosis means a severe infection with 
poor resistance. A definite increase in the poly- 
morphonuclears with no increase in the leucocytes 
means a severe infection and no resistance. An 
increasing number of polymorphonuclears with a 
diminishing number of leucocytes points to an 
increase in the severity of the infection and a de- 
crease in the patient’s resistance. A gradual decrease 
in the polymorphonuclears and a decreasing leuco- 
cytosis points to improvement. The greater the 
percentage of polymorphonuclears in relation to the 
leucocytosis, the greater the probability that pus is 
being formed. 

Gibson devised a scheme by which the curves of 
the polymorphonuclears and leucocytes may be 


plotted and their relation to each other may be 
clearly demonstrated. As normal, he considers 
10,000 leucocytes and 75 per cent of polymorpho- 
nuclears. Borr (Z). 


Younge, G. H.: Three Years’ Experience with Ap- 
pendicectomy. J. Roy. Army Med. Corps, Lond., 
1920, XXXv, 163. 

In this article Younge reports a series of 180 cases 
of appendicitis operated on in the Military Hospital, 
Grantham, during a period of three years ending 
March 31, 1918. 

The disease was more prevalent during February, 
March, July, and August, the admissions during 
these four months equaling 45.5 per cent of the total 
number. This fact led some of the medical staff of 
the hospital to conclude that the condition was in 
some way connected with the use of canned food. 
The prevalence during July and August would lend 
some support to this theory, but opposed to it was 
the prevalence during February and March, a 
period of the year when bacterial growth is pre- 
sumably at a minimum. 

In a large majority of the cases the symptoms were 
well marked and characteristic, so that there was 
rarely any difficulty in the diagnosis. In 21 per cent 
the appendix was more or less gangrenous, a con- 
dition which had supervened in from six to twenty- 
four hours from the first onset of the symptoms. 
Younge cites the case of a patient who fell ill 
on parade at 6:30 a.m. and about twenty minutes 
later was suddenly attacked by violent pain in 
the iliac region. He was at once taken to the 
hospital, less than a quarter of a mile distant, 
where he arrived in a state of collapse. Suitable 
restoratives were applied and an operation was per- 
formed as quickly as possible. The appendix was 
found to be completely gangrenous and death oc- 
curred at 3 p.m. from general peritonitis. 

In 79 per cent of the cases acute inflammation 
was present. In 15 per cent the inflammatory 
changes were limited to the mucous lining of the 
appendix, while in 64 per cent they involved chiefly 
its peritoneal aspect. Definite fecal concretions 
were found in 15 per cent. In a further 20 per cent 
the appendix contained liquid feces. In not a single 
case was a foreign body discovered. A local abscess 
was present in 13 per cent of the cases. In 1 case 
an abscess was found in an adherent omentum, and 
in another, in the walls of the appendix. 

The invariable rule was to operate with the least 
possible delay as soon as a diagnosis of acute ap- 
pendicitis was established. Death occurred in 2 
cases in which the patients at first refused to sub- 
mit to an operation although the delay was only a 
matter of two or three hours. 

In all cases except 1, the appendix was removed 
at the primary operation, even in the presence of an 
abscess. In the exception, the appendix, which was 
retrocecal and retroperitoneal, was removed at 
a second operation as it could not be found at the 
first intervention when an abscess was drained. 
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In all the cases in which it was reasonable to as- 
sume from the signs and symptoms that there was 
no abscess and that the disease was still limited to 
the appendix, the McBurney (or McArthur) in- 
cision was used. The author believes that this is the 
incision of choice as it inflicts a minimum amount of 
damage on the muscles of the abdominal wall and 
therefore diminishes the risk of ventral hernia. 

On the 180 cases, 3 terminated fatally. One of these 
has already been described. The second patient 
died within a few hours of the operation from general 
peritonitis, and the third was operated upon in the 
second twenty-four hours for acute appendicitis, 
but died on the fifth day after operation with 
symptoms of intestinal obstruction and toxemia in 
spite of free intestinal drainage through an intestinal 
fistula. 

Of the remaining 177, 2 were invalided from the 
service and 175 returned to duty. The author at- 
tributes the good results to: (1) the rule of op- 
erating with the least possible delay in every case 
of acute appendicitis; (2) the complete removal of 
the diseased appendix at the primary operation; 
and (3) the great care invariably paid to the peri- 
toneal toilet. G. W. 


Bevan, A. D.: An X-Ray Burn of the Anus. Surg. 
Clin. Chicago, 1920, iv, 771- 

This case is described by Bevan to illustrate the 
necessity for complete excision of pathologic tissue 
in the treatment of X-ray burns. The patient 
had been subjected to X-ray treatments for 
pruritus ani. Several exposures were given and the 
anus was severely burned. 

In the treatment of such cases Bevan removes the 
injured tissue and obtains complete repair by skin- 
grafting, a plastic operation, or granulation. The 
operation is performed under local anesthesia, 1% gr. 
of morphine having been given previously by hypo- 
dermic injection. The entire injured integument is 
removed, and the mucous membrane of the rectum 
separated and brought down for about 34 in. The 
line of incision is closed with silkworm sutures and 
the integument stitched to the mucous membrane of 
the rectum with eight or ten fine black silk sutures. 

A. R. HOLLENDER. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Hall, A. J.: Some Clinical Points Connected with 
Gall-Stones. Lancet, 1920, cxcix, 633. 


_ Jaundice is not an essential symptom of cholelith- 
iasis, being present only when a stone is lodged in 
the common duct. The most frequent and important 
symptom is abdominal pain or discomfort in the 
upper right quadrant radiating to the back or right 
shoulder. This pain is characterized by its rather 
sudden onset, rapid increase to acute severity, 
duration of a few hours, sudden decline in acute 
severity with more gradual decline of soreness, 


a tendency to follow unusual activity, and its 
occasional but not constant relation to the inges- 
tion of food. Complete freedom from pain between 
acute attacks is suggestive although in some cases 
there may be chronic discomfort with tenderness of 
the gall-bladder. 

Text-books give middle life as the age of most 
frequent occurrence of gall-stones, but the author 
believes that they may be formed much earlier. A 
diagnosis of chronic or nervous dyspepsia is fre- 
quently made in the cases of young persons and 
remains uncorrected until autopsy or operation 
following an acute attack, when the stones have been 
present ten, twenty, or thirty years. Frequently in 
such instances the diagnosis of floating kidney is 
made, and in a few cases this may be an associated 
condition. Of 30 of the author’s cases the onset of 
symptoms occurred before the twentieth year of 
age in 4, between the twentieth and thirty-fifth year 
in 7, between the thirty-fifth and fortieth year in 7, 
and after the fortieth year in 12. 

The treatment of gall-stones is considered surgical 
but for various reasons operation may be inadvisable 
or the patient may refuse to submit to it. The 
dangers to which such patients expose themselves 
are persistence or recurrence of pain, inflammatory 
complications, the development of cancer in the gall- 
bladder region, and chronic pancreatitis. Advanc- 
ing age does not seem to predispose to increasing 
frequency of attacks. The relationship of cholelith- 
iasis to malignancy is questionable, but the 
presence of stones seems to be a factor in their local- 
ization. M. R. Hoon. 


Homans, J.: Results of Cholecystectomy, with 
Particular Reference to Dilatation of the 
Common Duct. Boston M.& S. J., 1920, clxxxiii, 
282. 


This article is based upon a series of 250 cases 
treated at the Brigham Hospital, Boston. The 
operative mortality in 223 cholecystectomies was 54 
per cent. One hundred and sixty-five of these 
patients were traced following the operation. Six 
had recurrences, the condition of 32 was improved, 
and 127 (77 per cent) were cured of the gall-blad- 
der or biliary passage complaint. 

Among 46 cases in which the gall-bladder had 
been completely functionless, the common duct was 
discovered at operation to be definitely dilated in 
40. In 18 of the 40, stones were found in the com- 
mon duct. Case reports in which the account of the 
operation was unsatisfactory—39 in all—were not 
considered in this study. Dilatation of the common 
duct was found also in 18 cases in which the gall- 
bladder was functioning and in 10 of th’se,.stones 
were present. In 3 other cases obstruction of the 
duct had been suggested by jaundice. 

Of 49 cases in which the gall-bladder had become 
functionless shortly before operation the common 
duct was found to be dilated in 18. In 27 cases it 
was normal. That dilatation of the common duct 
does not prevent a return to health is evident from 
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the fact that 83 per cent of the patients traced were 
well one and one-half years or longer after the op- 
eration. 

Of 70 patients whose ducts were found to be of the 
normal size at the time of operation (but presumably 
have become dilated since), 73 per cent are well. 
Even in the cases of those whose condition was not 
improved no new symptoms have developed. It is 
suggested that stone formation within the duct is 
encouraged by duct dilatation. 

The author’s conclusions from this study are as 
follows: 

1. There is satisfactory experimental evidence 
indicating that the removal of the gall-bladder is 
followed by dilatation of the extrahepatic biliary 
ducts. 

2. There is evidence that destruction or loss of 
function of the gall-bladder within the human body 
is frequently followed by dilatation of the ducts. 

3. There is evidence that duct dilatation occurs 
occasionally while the gall-bladder is functioning 
and in the absence of stone in the common duct. 

There are no symptoms characteristic of dila- 
tation of the biliary ducts. 

5. There is no evidence that dilatation of the 
biliary ducts is harmful. C. R. STEINKE. 


Cammidge, P. J., Forsyth, J. A. C., and Howard, 
H. A. H.: The Blood and Urine in Pancreatic 
Disease. Lancet, 1920, cxcix, 393. 


It was shown by one of the authors in 1904 that 
when the urine of a patient suffering from an in- 
flammatory affection of the pancreas is boiled with 
hydrochloric acid, the excess neutralized, and a 
phenylhydrazine test carried out with the resultant 
liquid, a much larger yield of osazone crystals is ob- 
tained than from the normal urine. 

Subsequent experiments with dogs confirmed the 
results of clinical experience and showed that an 
increased formation of osazone crystals after hydrol- 
ysis of the urine occurs when the function of the 
pancreas is interfered with by operation. These 
crystals were found also to have the character of a 
pentosazone. In 1913 a quantitative method, in 
which the “iodine coefficient” of the urine was 
determined, was devised and described. This method 
is of particular value as it is applicable to diabetic 
as well as to sugar-free urine and therefore makes 
possible the investigation of the functional activity 
of the pancreas in glycosuria. A long series of ex- 
periments showed that the iodine coefficient of 
healthy urine is nil, but in the presence of pancreatic 
disease it varies from 12 to 20 per cent. 

A comparatively simple method of estimating 
the dextrin content of the urine in suspected pan- 
creatic disease is described in detail. The authors 
studied the blood in an attempt to trace the source 
of urinary dextrin in disease of the pancreas. The 
reducing power of a protein-free filtrate from the 
blood before and after hydrolysis with hydrochloric 
acid was estimated by a modification of the Folin 
and Wu process. 


It has been known for some time that the normal 
blood contains small quantities of a carbohydrate 
substance which, on being boiled with a dilute acid, 
yields a reducing body. The fact that the per- 
centage is enormously increased when the functional 
activity of the pancreas is interfered with by disease 
suggests that the amount of this substance is con- 
trolled by some influence exerted by that gland on 
carbohydrate metabolism. 

In disease of the pancreas the urine contains an 
excess of dextrin. This can be measured by the 
iodine coefficient of the urine and, less accurately, by 
the difference value of the urine. 

The difference value of the blood in pancreatic 
disease varies directly with the iodine coefficient 
of the urine and is due probably to the same cause, 
i.e., an abnormal dextrin content. 

The difference value of the blood and the iodine 
coefficient of the urine are highest in the fasting state 
and gradually diminish after a meal for about three 
or four hours. After another three or four hours they 
return again to the fasting level. 

The difference value of the blood and the iodine 
coefficient of the urine vary inversely as the per- 
centage of sugar in the blood after a meal. 

The difference value of normal blood ranges from 
0.002 to 0.008 per cent and is not appreciably in- 
fluenced by the ingestion of food. 

The amylolytic ferment of the blood and urine in 
pancreatic disease varies directly with the per- 
centage of sugar in the blood after a meal and 
inversely as the difference value of the blood and the 
iodine coefficient of the urine. 

The results of experiments on the blood of de- 
pancreatized animals confirm the conclusions based 
on clinical observations mentioned. The laboratory 
technique used is given in detail. The results of 
the animal experiments are summarized as follows: 

1. The rise in the difference value of the blood 
resulting from interference with the function of the 
pancreas insufficient to produce frank hyperglyce- 
mia and glycosuria diminishes as the volume of the 
gland is further reduced and the percentage of sugar 
in the blood and the excretion of sugar in the urine 
rise. 

2. The hydrolyzable substance in the blood on 
which the difference value depends appears to be 
derived chiefly from the glycogen stores of the liver 
and is an intermediate soluble product (dextrin) 
which is formed in the conversion of glycogen to 
sugar. 

3. The liver contains an amylolytic ferment which 
passes into the blood and urine. The glycogen of 
the liver is broken down as a result of its activity. 

4. The pancreas exerts a restraining influence on 
the glycolytic ferment of the liver probably through 
its internal secretion. The internal secretion of the 
pancreas is maintained in such a way that the 
percentage of sugar and the difference value of 
the blood are kept within well-defined limits. When 
this balance is interfered with abnormal relations 
result. 
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5. Normally, the balance between the glycolytic 
ferment of the liver and the internal secretion of the 
pancreas is so maintained that the percentage of 
sugar and the difference value of the blood are 
kept within well-defined limits. Interference with 
this balance results in abnormal relations. 

6. A relative increase in the pancreatic secretion 
causes a fall in the percentage of sugar and the dif- 
ference value of the blood. 

7. A relative diminution in the secretion of the 
pancreas, with consequent greater liberty of action 
on the part of the glycolytic ferment of the liver, 
gives rise in the early stages to an increased forma- 
tion of the intermediate products of glycogen de- 
gradation without any change in the sugar, and in 
the later stages to increasing sugar production with 
a proportional diminution in the intermediate 
products. 

8. The appearance in the blood and urine of 
intermediate products of carbohydrate metabolism, 
as shown by the difference value of the blood and 
the iodine coefficient of the urine, indicates a pre- 
diabetic condition which, if allowed to progress un- 
checked, will be followed by hyperglycemia and 
glycosuria. 

9. A considerable amount of well-boiled starch 
is absorbed into the portal circulation in the form of 
dextrins and maltose, whereas uncooked starch 
enters the portal blood chiefly as dextrose. 

C. F. ANDREws. 


Koetlitz: A Case of Cancer of the Pancreas (Un 
cas de cancer du pancréas). Arch. méd. belges, 1920, 
Ixxiii, 291. 

Koetlitz describes the case of a woman 63 years 
of age who had a distinctly palpable tumor in the 
supra-umbilical region. Besides this tumor there 
was nothing to suggest a neoplasm of the stomach, 
pancreas, or liver. The patient complained, how- 
ever, of pain in the abdomen which was quite in- 
dependent of the ingestion of food and caused a 
dragging sensation extending throughout the chest. 

The author finally diagnosed the condition as a 
cancer situated probably on the greater curvature 
of the stomach in the vicinity of the pylorus. 

At operation a tumor was found in the head of the 
pancreas which did not extend into the body or tail 
of that organ. It did not involve the stomach but 
exerted pressure on the pylorus. Only partial re- 
moval was possible. The symptoms recurred after 
a few weeks and death resulted several months later. 

In seeking to explain his error in diagnosis the 
author suggests that the absence of icterus in this 
case was due to the fact that, extending backward 
and upward, the tumor left the outlet of Wirsung’s 
canal into the duodenum intact. This direction of a 
growth would account also for the intense pain 
which was caused probably by compression on the 
ganglia of the sympathetic nerves and the cceliac 
plexus. The situation of the tumor explains the 
persistence of the pancreatic function, the excretory 
ducts remaining partially patent. 


In this case the cardinal symptoms of a neoplasm 
of the head of the pancreas were absent, viz.: (1) 
compression on the common duct causing icterus 
and dilatation of the gall-bladder, and (2) disturb- 
ance of the intestinal digestion of fat. 

In agreement with other observers quoted, the 
author concludes that there is no pathognomonic 
symptom of pancreatic disease and that a diagnosis 
may be made only by observing all of the symptoms 
together. W. A. BRENNAN. 


MISCELLANEOUS 


Ileuer, G. J.: A Clinical Study of Thirty-nine 
Cases of Combined Thoracic and Abdominal 
Wounds. Bull. Johns Hopkins Hosp., 1920, xxxi, 
273. 

In another paper the author presented a study 
of 160 penetrating war wounds of the thorax. Fif- 
teen cases in which there was associated injury to the 
abdominal viscera were included in the series 
because the thoracic injury overshadowed the ab- 
dominal injury in severity. In this article Heuer 
considers combined thoracic and abdominal wounds, 
and for completeness again includes the 15 cases of 
combined wounds reported before and adds 24 
others not previously considered. The present 
series, therefore, consists of the following 39 cases: 
(1) 21 cases under the author’s care at Evacuation 
Hospital No. 1; (2) 15 cases operated upon by a 
group of surgeons at Evacuation Hospital No. 1 
during September, 1918, and under the author’s 
care after operation; and (3) 3 cases treated at 
Base Hospital No. 18 at a time when it was func- 
tioning as an evacuation hospital. 

For convenience Heuer divided the patients into 
three groups: a group of 4 patients who were mori- 
bund on admission and for whom no treatment was 
possible except measures to combat shock; a group 
of 6 patients not operated upon primarily but 
treated expectantly; and a group of 29 patients 
subjected to immediate operation. 

The patients of the first group were very seriously 
injured and were admitted in a condition of pro- 
found shock with open sucking chest wounds and 
signs of abdominal irritation. The chest wounds 
were closed by strapping and the usual measures 
were taken to combat shock, but death occurred 
within a few hours. 

In the second group there were 2 bullet wounds 
and 4 shell wounds; 5 were penetrating wounds and 
1 a perforating wound; all were closed wounds. 
Shock was profound in 2 cases, moderately severe 
in 2 cases, and practically absent in 2 cases; it was 
overcome in all instances. One patient pursued an 
uncomplicated course to recovery. Three developed 
infected haemothorax. Two of these were treated 
by rib resection and drainage with subsequent steril- 
ization of the cavities, and 1 by repeated aspira- 
tions. All recovered. One patient developed gas 
gangrene. Amputation was done, but death fol- 
lowed symptoms of gas intoxication. 
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In the third group were 28 shell wounds and 1 
bullet wound. Twenty-seven were penetrating 
wounds, and 2, perforating wounds. The majority 
of these patients showed evidence of shock. 

There were 17 cases of thoracic wounds on the 
right side. Nine of these patients recovered and 8 
died. One died on the operating table, and 7 died 
of shock. Of 10 patients with thoracic wounds on 
the left side, 4 recovered and 6 died. Three died 
within twelve hours after the operation from shock, 
2 died within thirty-six hours after operation from 
shock and peritonitis, and 1 died from peritonitis 
two days after operation. Two patients with abdom- 
inal wounds died from shock within twelve hours 
after operation. 

Of the entire series of 39 patients, 17 recovered 
and 22 died, a total mortality of 56 per cent. Exclud. 
ing the deaths of the 4 patients who were moribund 
on admission to the hospital, the mortality was 46 per 
cent. Analyzing the results from the standpoint 
of the known injuries to solid and hollow abdominal 
viscera, the mortality was 40 per cent when solid 
abdominal viscera alone were injured and 86 per 
cent when hollow abdominal viscera were injured. 

G. E, 


Behan, R. J.: Interperitoneal Adhesions, Their 
Origin and Prevention. Am.J.M. Sc., 1920, clx, 
375- 

For the formation of adhesions between two 
adjacent areas of bowel, or between the bowel and 


viscera, the opposing surfaces must be denuded, or if 
one is not denuded, the apposed surfaces must be in 
intimate contact for a considerable length of time. 
If both surfaces are denuded, only a short period of 
apposition is necessary. When there is denudation 
of the adjacent surfaces, union does not occur if 
there is sufficient movement between the apposed 
areas to inhibit intimate contact for a certain period 
of time. 

Chemicals such as tincture of iodine, Dakin’s 
solution, and strong solutions of mercury bichloride 
cause the formation of adhesions by destroying the 
frail endothelium of the serosa. Drying of the 
serosa by exposure to the air does not result in 
adhesions. 

Lanolin and boric acid do not prevent the forma- 
tion of adhesions when a normal inflammatory tissue 
reaction due to bacterial invasion is present. They 
retard their formation only in the absence of an 
inflammatory reaction. They do not always prevent 
adhesions when adjacent surfaces are denuded and 
kept in intimate contact, or when blood is present 
between apposed immobile surfaces. No ill effects 
have been observed following their use, however, 
and they greatly diminish postoperative pain. 

To prevent intimate contact of traumatized or 
denuded areas of intestine it is advisable to change 
the patient’s position frequently after operation and 
to give drugs, like eserin, to stimulate peristaltic 
activity. Tympanites should be treated immediately 
with heat. SAMUEL KAHN 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Ryerson, E. W.: Traumatic Osteomyelitis as Seen 
During the War. J. Orthop. Surg., 1920, ii, 499. 


The author’s deductions are based on more than 
2,000 cases of infected bone wounds treated at 
U. S. Army General Hospital No. 28, Fort Sheridan, 
Illinois, since Jan. 1, 1919. 

The cases may be divided roughly into two 
classes: (1) cases of severe infection, and (2) cases 
of persistent discharging sinus formation without 
severe constitutional disturbances. Primary dé- 
bridement had been performed in all instances and 
in the majority three or four sequestrotomies 
had been done before the patient arrived at Fort 
Sheridan. 

In the severe types either Carrel-Dakin treatment 
was used or what was termed a ‘‘very reliable sub- 
stitute,” a wound pack of gauze saturated in Dakin’s 
fluid. Nearly every case required an operation of 
some kind, usually a sequestrotomy, and proper 
drainage. 

In the second class more than 70 per cent of the 
cases showed sequestra and approximately 40 per 
cent had cavities which would not heal permanently. 
Sequestrotomy followed by a careful and complete 


cauterization of the bone cavity gave extremely 
satisfactory results. In cavities near joints, where 
this method was not applicable, transplantation of 
free or pedunculated masses of fat was tried but the 
results were questionable. The use of pedunculated 
flaps of healthy and well-vascularized muscle is 
therefore recommended instead. In several cases 
in which the lower end of the femur was partially 
lost the bone cavity was packed with Dakinized 
gauze until the bacterial count was reduced to a 
minimum, when a large flap of the vastus muscle 
was turned down and pressed into the cavity. The 
results were good. The author recommends the 
more extensive use of this method, especially in the 
treatment of the femur and tibia. _ L. D. Prince. 


Lovett, R. W., and Wolbach, S. B.: The Roent- 
genographic Appearance, Diagnosis, and Path- 
ology of Some Obscure Cases of Bone Lesions. 
Surg., Gynec. & Obst., 1920, xxxi, 111. 


For the past five years the authors have been 
engaged in a study of certain obscure bone lesions 
occurring in the orthopedic service of a hospital for 
children. The cases presented are those in which, in 
the authors’ opinion, there was doubt as to the cor- 
rect diagnosis from the roentgen-ray findings and 
other data available before operation. 
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As studied by the roentgen ray, the reactions of 
bone to pathologic conditions are three in number: 
(1) atrophy or diminution in lime content; (2) de- 
struction of bone tissue, local or general; (3) a forma- 
tive process characterized by the formation of new 
bone or condensation of the bone around a focus of 
disease. The general point of view with regard to 
these processes has been that tuberculosis is largely 
destructive in character; that, as a rule, the destruc- 
tive action is general; that the condition is character- 
ized by marked atrophy of the affected bone with 
perhaps atrophy of contiguous bones in the same 
limb; and that it occurs in the region of the epiphy- 
sis. Osteomyelitis has been regarded generally as a 
process which is at first destructive in character and 
then formative, the formative process generally 
becoming dominant. Syphilis has been considered 
as the most purely formative of the three processes, 
though in some degree it is also destructive. 

When the authors attempted to study roentgeno- 
grams taken before operation from the point of 
view of pathologic findings, it became evident that 
these criteria could not be depended upon; that 
tuberculosis, which has ordinarily been believed to 
occur in the articular ends of bones, might occur in 
the shaft; that it might be almost a purely formative 
process; that the formative process might co-exist 
with the destructive process and ultimately become 
dominant; and that a local destructive process, indis- 
tinguishable from the so-called ‘‘Brodie’s abscess” 
might occur in a pure tuberculosis so that a well 
walled-off localized cavity in bone might be formed. 
It appeared also that a wedge-shaped destruction in 
the articular end of the bone, the base of the wedge 
being directed toward the joint, might occur both 
in tuberculosis and osteomyelitis, and that under 
these circumstances the two conditions are practi- 
cally indistinguishable. In the authors’ experience, 
the errors in diagnosis have consisted more often in 
mistaking tuberculosis for other conditions than in 
mistaking other conditions for tuberculosis. A 
curious punched-out lesion of the skull was identi- 
fied pathologically in two cases as being due defi- 
nitely to tuberculosis. Confusion arose also between 
osteomyelitis and syphilis, two cases in which the 
lower end of the fibula was involved being practically 
identical in the roentgen picture. Again, the stage 
of repair as seen in the roentgenogram is very sim- 
ilar in osteomyelitis to that in syphilis. 

As it has appeared to the authors, the problem 
of differentiating the three conditions mentioned by 
means of the roentgen-ray is not encountered, as a 
rule, in the routine case in which a purely destructive 
lesion is due to tuberculosis. The lesion of rapid 
destruction with marked formative activity is gen- 
erally osteomyelitis, and a purely formative process 
is most probably syphilis. A serious problem in the 
differential diagnosis occurred most often in cases 
in which focal lesions were present and the phenom- 
ena of formative and destructive activity had 
become so mixed that the diagnosis was impossible 
without a pathologic examination. The value of a 


pathologic diagnosis made during operation is evi- 
dent to any surgeon as it guides him in the treatment 
of the bone cavity and is often the direct factor 
deciding whether or not the cavity should be closed. 

Brief clinical histories of 13 cases of bone tubercu- 
losis, 5 cases of osteomyelitis, 4 of syphilis, and 1 
each of bone cyst, sarcoma, osteochondrosarcoma, 
and chondrosarcoma are given with their roentgen 
findings and pathologic reports. 

In the discussion which concludes the article the 
authors state that the diagnosis of infectious lesions 
of the bones would be simple if each infectious agent 
always produced the same reaction. The pyogenic 
bacteria alone may be counted upon to conform to 
type. In infections due to these micro-organisms 
there is necrosis with more or less local disappear- 
ance of lime salts followed by new bone formation 
from adjacent healthy bone structures. It must be 
remembered that in the reaction of bone to injury 
new formation of tissue is always followed by ossifi- 
cation and therefore granulation tissue from bone 
or periosteum becomes bone tissue. The simple se- 
quence in the pyogenic infections accounts for the 
definite criteria applicable to cases of osteomyelitis. 

Syphilis affects bone in two ways, causing the 
destruction or new formation of bone or both. 
Destruction of bone follows the formation of local, 
rapidly-formed gummatous lesions. In some cases 
these lesions are of endosteal and periosteal origin 
and in others are perivascular and extend into the 
bone. In other cases the degree of reaction to the 
spirochaete may be slight, resulting only in prolif- 
eration of the cells of the periosteum and endoste- 
um; the new tissue develops osteoblasts and event- 
ually new deposits of bone are formed. In one case, 
therefore, there is choking of the normal bone by 
the gummatous process, followed by necrosis, while in 
the other case bone-forming tissue is stimulated. 

In tuberculosis of bone, as in tuberculosis of the 
soft tissues. there may be: (1) a fibrinous or puri- 
form exudate, (2) discrete proliferative lesions, the 
tubercles of which may progress slowly or rapidly 
with much or little caseation, and (3) a diffuse pro- 
liferative reaction following the exudative -which is 
essentially tuberculous granulation tissue with much 
or little caseation. In the third instance, in the 
granulation tissue, new bone may be formed, just 
as in the repair of pyogenic processes, at a time when 
destruction or resorption of bone is going on. 

The important lesson from this pathologic study 
is the reminder that in its location and character 
tuberculosis of bone may simulate many _infec- 
tious processes. Occasionally, therefore, a diagnosis 
from roentgen studies alone is impossible and re- 
course must be had to other clinical evidence and, 
when possible, to pathologic examination. 

HARTUNG. 


McMeans, J. W.: Experimental Chronic Suppura- 
tive Arthritis. Am. J. M. Sc., 1920, clx, 417. 


The effect of various organisms on the joints has 
been studied by McMeans over a period of years. 


| | 
| 
| 
q 
| 
i 


30 INTERNATIONAL ABSTRA 


The joint reaction caused by the streptococcus 
viridans is of a comparatively mild type. The single 
strain of streptococcus used in the author’s experi- 
ments was isolated from the pus of an abscess in the 
submaxillary gland. The organism was a gram- 
positive coccus in chains of five or six. On blood-agar 
it grew ina small, shiny, nipple-like colony surround- 
ed by a distinct clear zone of hemolysis. Fermenta- 
tion of lactose and salicin and negative results on 
mannite and inulin placed the organism in the class 
of the common streptococcus pyogenes (Holman). 

The organism used for the inoculations was cul- 
tured in columns of dextrose infusion broth and the 
culture diluted so that each cubic centimeter repre- 
sented 15 ccm. of the original culture. Thirty-four 
animals were injected with doses varying from 1 to 
2.5 ccm. each. The symptoms presented following 
these doses were comparatively mild. The length 
of time the animals lived after the treatment varied 
widely, ranging from three to eighty-seven days. 

The lesions produced by the injection of strepto- 
cocci were almost entirely limited to the joints. 
Joint involvement occurred after a period varying 
from several days to several weeks. The average 
number of lesions in six animals treated with the 
original organism was four, while that in eight 
animals treated with the original organism after 
artificial cultivation for three months was eight. 

The joint reaction consisted of a suppurative 
process characterized by more or less distention of 
the capsule with a creamy sticky fluid. In many 
instances the pus extended into the peri-articular 
tissues and frequently could be traced from one 
joint to another along the tendons and fascial planes. 
In some cases a suppurative involvement of the 
adjacent muscles was found. Again, hemorrhage 
into the subcutaneous tissue and muscles of the 
involved legs occurred in some instances, and not 
infrequently a diffuse, jelly-like, subcutaneous 
serous exudate was present. 

In ten of the animals, the heart and kidneys were 
affected, the lesions consisting of areas of necrotic 
débris surrounded by large and small mononuclear 
leucocytes. The areas in the heart muscle were 
commonly found well within the structure and had 
no particular relation to the endocardium or peri- 
cardium. Morris KAEn. 


Dubs, J.: Epicondylitis of the Humerus (Zur Frage 
der sog. Epicondylitis humeri). Schweiz. med. 
Wehnschr., 1920, 1, 166. 


The clinical picture first described by Vulliet in 
1g09 is not well known although not at all rare. 
Epicondylitis of the humerus is characterized by 
a severe localized sensitiveness over the external 
epicondyle of the humerus and its immediate neigh- 
borhood which persists for a long time and is not 
influenced by any kind of treatment. In time it 
disappears spontaneously. 

The author reports briefly the histories of 9 new 
cases of his own. With one exception the right 
elbow was involved and in every instance the exter- 
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nal epicondyle. Apparently the condition is due to 
trauma which is continued over a long period and is 
caused by some occupational movement. In this 
connection the author refers to the epicondylitis of 
tennis players, better known as “tennis elbow,” 
and that of artisans which is of similar origin. A 
carefully taken history usually reveals the fact 
that the arm affected has been subjected to a pro- 
longed strain in the flexed and supinated position. 
The author accepts Preiser’s explanation that the 
cause is an injury to the capsule of the humeroradial 
joint which may involve the periosteum. 

The phrase “incongruity of joint surfaces” 
frequently used by Preisser to explain the symptoms 
the author rejects. In rare instances a single direct 
trauma has been the cause of the condition. It is in 
such cases that the local periostitis described by 
Momberg and Blecher may be observed. 

Accuracy of diagnosis is of importance from the 
standpoint of accident insurance as in the majority 
of cases the condition may not be classed legally as 
due to an accident. HEINEMANN (Z). 


Coxa Plana, Osteochondritis 
Deformans Coxz, Calvé-Perthes’ Disease, 
Legg’s Disease (Coxa plana, Osteochondritis 
deformans coxae, Calvé-Perthessche Krankheit. 
Legg’s Disease). Zentralbl. f. Chir., 1920, xlvii, 530. 


An article by Perthes in the Zentralblatt fuer 
Chirurgie in 1920 caused the author to call attention 
to the fact that of the five investigators who, in 
1909 and 1910, described the pathologic picture of 
the disease under discussion Perthes was the last. 
The sequence was as follows: Sourdat and Walden- 
stroem in 1909, and.Legg, Calvé, and Perthes in 

The chief characteristics of the disease are the 
symptoms, development, and final outcome de- 
scribed by the author in 1909. Only his theory as to 
the etiology was incorrect. Perthes’ conception 
of the disease as osteochondritis deformans coxz, 
however, was equally at fault, for pathologically 
and anatomically signs of inflammation are lacking. 
In Waldenstroem’s opinion it is impractical to call 
the condition after one of its several investigators. 
He therefore suggests the use of the term ‘‘coxa 
plana” which denotes that a flattening of the head 
of the femurhas takenplace. This term is analogous 
to those applied to the other two diseases of the 
hip joint, coxa vara and coxa valga. Moreover it 
does not refer to the etiology, a fact which is in its 
favor as the cause of the condition is not yet 
definitely clear. 

The three types of deformity of the hip have many 
features in common. In all of them the origin must 
be sought in a pathologic change in the firmness o! 
the neck or head of the femur. In coxa vara this 
change involves chiefly the neck, while in coxa 
plana it affects chiefly the head. The deformity 
arises secondarily through a static condition and 
becomes fixed through ossification. The permanent 
condition may be designated as “‘ coxa plana statica 


Waldenstroem, H.: 
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just as formerly we spoke of “‘coxa vara statica.”’ 
When the original cause is discovered the term 
“‘statica’’ may be changed to “‘congenita,”’ ‘‘ traum- 
atica,”’ or some other term, as was done in the case 
of coxa vara. Tromp (Z). 


Brandes: The Practical Significance of Anteversion 
in Luxatio Coxz Congenita and Its Correction 
(Ueber die praktische Bedeutung der Antetorsion 
bei der Luxatio coxae congenita und ihre Korrektur). 
Verhandl. d. deutsch. orthop. Ges., XV Kong., Dres- 
den, 1920. 


Anteversion of the femur is no hindrance to re- 
position but is of importance in retention. In the 
second Lorenz position the lower part of the neck 
may become blocked at the lower posterior edge 
of the acetabulum and this may eventually lead to 
anteposition. Ninety per cent of all re-luxations 
are due to anteversion. Other factors, such as the 
height of the acetabular rim, are also responsible. 
Nevertheless there are many cases of recovery in 
spite of anteversion. Brandes has found the follow- 
ing method of treatment successful: 

Reposition and the application of a cast in the 
first Lorenz position. After three or four weeks 
osteoclasis is done at the lower end of the femur. 
The peripheral end is then turned 90 degrees for- 
ward and retained in this position with a new cast. 
Later, after the removal of the cast, the sagittal 
position of the neck is compensated by turning the 
leg. 

In 7 cases a complete cure was obtained. The 
method should be employed only on children with 
re-luxation. 

In discussing this paper Ludloff stated that in the 
cases of older patients on whom an operation cannot 
be performed he has secured good results with the 
subtrochanteric osteotomy, the femur being placed 
48 degrees backward and in slight abduction. Not 
only is the lordosis influenced favorably by this pro- 
cedure, but the Trendelenburg symptom is overcome. 
This is due to the fact that during walking the 
gluteus is put under tension. The same operation 
was employed successfully also in cases of gunshot 
injuries received during the war. Ludloff performs 
it on only one side. Patients with bilateral dis- 
location walk as if the condition were unilateral. 

Alsberg ascribed the proper tension of the gluteus 
resulting from osteotomy to the lowering of the 
trochanter. He also has used the subtrochanteric 
osteotomy and has obtained good results when the 
condition was bilateral. Sruon (Z). 


Buelow-Hansen, V.: The After-Treatment of Con- 
genital Luxation of the Hip (Einige Erfahrungen 
bei der Nachbehandlung der angeborenen Hueft- 
gelenksluxation). Norsk Mag. f. Legevidensk., 
1920, Ixxxi, 460. 


In the reduction of unilateral or bilateral luxation 
of the hip the author follows the classical method 
of Lorenz. He also employs the Slomann sling. 
The head of the femur is thus held nearer the socket 


and displacement is prevented. This sling is recom- 
mended especially for difficult cases, those of older 
patients with 4 or 5 cm. of shortening. By means 
of a cast the widest possible pronation can be ob- 
tained and in this position the head of the femur 
usually lies most snugly in the socket. As a rule the 
cast must be worn for about three months, but in 
the cases of older patients two months or even six 
weeks may be sufficient. 

The author early abandoned the method of putting 
on the cast while the leg is extended. His reason 
was that there should be no adduction of the limb 
before there is pronation to about go degrees; in 
other words, when the patient is lying down the leg 
should hang down. ° 

When the X-ray shows the position to be satis- 
factory, massage should be begun, especially massage 
of the gluteal muscles and those of the upper portion 
of the thigh. In addition, active motion should be 
instituted. Extension and pronation must be re- 
tained even during the massage. Attempts to ad- 
duct the limb passively are contra-indicated. Twice 
daily the child should assume a straddling position 
on the floor so that the leg is in pronation and touches 
the floor on tip-toe. Later strutting should be prac- 
ticed with the hands on the hips. If possible, danc- 
ing lessons should be given. The forced movements 
should be continued from one-half to five years. 
In fact, this after-treatment should be employed 


‘with intermissions throughout the patient’s youth. 


A normal walk, free movement in all directions, 
normal musculature, and normal relationships as 
demonstrated by the X-ray are usually obtainable in 
patients between 2 and 3 years of age. In the cases 
of older patients there are exceptions. In a few an 
arthritis deformans or a condition resembling Calvé- 
Perthes’ disease may develop. 

In re-luxation the author reduces the dislocation 
again under anesthesia and applies a cast. Flexion 
of the hip occurring during the after-treatment will 
take care of itself if the leg is otherwise in good 
position. Tenotomy is never performed by the 
author. In epiphyseal separation and in fracture 
of the neck of the femur during the reduction a 
cast including the leg and foot is applied. Occasion- 
ally paralysis sets in and in such cases the tip-toe 
position must be avoided. In the most favorable 
cases the paralysis clears up when the bandage is 
removed. Koritzinsky (Z). 


Ludloff: Extension Contractures of the Knee 
(Streckencontracturen im Kniegelenk). Verhandl 
d. deutsch. orthop.Ges., XV Kong., Dresden, 1920. 


Extension contractures of the knee joint are 
frequently ischemic muscle contractures caused 
by subfascial hematomata. In the treatment of 
fractures of the forearm (not only the typical frac- 
tures of the radius) Ludloff is more and more de- 
parting from fixation in supination and employing 
the Karr splint. 

The “hunger osteopathies” cannot be ascribed 
merely to insufficiency of food. The recent ex plana- 


| 


32 INTERNATIONAL ABSTRACT OF SURGERY 


tion in the literature that they are due to the lack 
of sufficient salt seems more plausible. 

Following the reading of Ludloff’s paper Borchard 
stated that he had demonstrated on himself the 
excellent functional healing of a severe knee-joint 
fracture. Koellicker stated that he had observed a 
fracture of the femur with 4 in. of shortening, strong 
callus, and angulation in an infant 4 days old who 
had been born normally. On the convexity of the 
deformity was a long-healed skin scar. The fracture 
therefore must have occurred in the uterus. During 
the sixth month of pregnancy the mother had sus- 
tained a severe blow on the abdomen in falling 
from a wheel chair. 

Other surgeons speaking at this meeting were 
Deutschlaender, Simon, and Schwanz. For the 
treatment of healed and deformed peri-articular 
fractures Deutschlaender recommended his lever 
method in which opening of the joint during re- 
position is avoided. Simon stated that in healed 
deformed subcutaneous fractures osteotomy should 
be performed at the site of greatest deformity. In 
gunshot fractures, however, the danger of reviving 
an old infection and the advisability of doing the 
osteotomy away from the original site of injury 
must be taken into consideration. Simon reported 
a case of thoracic gibbus which occurred after late 
tetanus. This condition, he believes, must be regard- 
ed as a spondylitis similar to that occurring after 
pneumonia and other infectious diseases. It is not 
due to muscle spasm causing a crushing of the 
vertebral body as the spinal muscles cannot possibly 
act in this manner. 

In a discussion of injuries of the spine Schwanz 
stated that he knows of no reason why he should 
discard his theory of insufficientia vertebre as the 
muscle spasm alone is sufficient to crush a vertebral 
body. The pull of the muscle, however, always 
works toward the production of akyphosis. Schwanz 
considers insufficientia vertebre as the beginning of 
osteopathic phenomena in the spine. Simon (Z). 


FRACTURES AND DISLOCATIONS 


Seele, W.: The Medico-Mechanical Method of 
Treating Fractures in the Bergmannsheil 
Hospital (Ueber die mediko-mechanische Behand- 
lung der Frakturen im Krankenhause Bergmanns- 
heil). Monatsschr. f. Unfallheilk., 1920, xxvii, 126. 


According to Hoffa, two-thirds of all accident 
claims are based upon the consequences of fractures. 
It is therefore of extreme importance to secure 
ideal healing. Disturbances of function should be 
cleared up as soon as possible. Such disturbances 
are due at times to injury of the soft parts (oedema 
and contraction of tissue) and injury to the joints 
(synovitis followed by contracture, adhesions, and 
ankylosis) which are usually the result of improper 
treatment. The therapy best adapted to overcome 
functional disturbances is medico-mechanical ther- 
apy consisting of gymnastics, massage, and the use 
of hot air and electricity. 


Immobilization according to Lucas Championiére 
is unnecessary in a large percentage of fractures and 
should be replaced by active therapy. Among such 
injuries are fractures with old fissures and infrac- 
tions, impacted fractures, fractures of one bone 
where two or more run parallel, fractures of joints 
or near joints, fractures of the radius, olecranon, 
and patella with a diastasis of not more than 7 cm., 
and chipping off of the epicondyle and condyles 
of the humerus and tibia. These should be treated 
under the control of the X-ray according to the 
requirements of the individual case. The methods 
of choice are the old well-known methods: active 
movements twice daily for ten or fifteen minutes 
and later passive motion. 

If motility is still impaired after consolidation 
the application of force and resistance movements 
to overcome the joint stiffness and free movement 
by the patient are necessary. Instead of a cir- 
cular cast, molded splints should be used with- 
out fixation of the neighboring joints. In frac- 
tures of the upper arm the shoulder should be 
left free. In fractures of the tibia early walking 
should be allowed. If fixation of the neighboring 
joint is necessary the cast should be removed from 
the joint itself. Extension is not employed very 
often—only when there is marked displacement of 
fragments and, of course, usually in the treatment 
of fractures of the femur in which stiffness of the 
knee cannot always be prevented. 

The after-treatment of functional disturbances 
following adhesive-tape extension should be easier 
to overcome than that due to nail extension which 
is very painful. The treatment is especially difficult 
in children under 10 years of age. 

While this article does not offer anything new, 
it is a good résumé of the results obtained by 
medico-mechanical measures. ScCHEUER (Z). 


Royster, H. A.: Demonstration of the Barrel- 
Stave Splint in Fracture of the Clavicle. South. 
M.J., 1920, xiii, 663. 

The author presents a method of treating frac- 
tures of the clavicle by means of a barrel stave 
applied across the upper chest. He does not claim 
originality. He believes the Desault, Velpeau, and 
Sayre dressings are anatomically incorrect. It is 
not the pull of the muscles which produces the 
deformity but the weight of the shoulder which falls 
downward and forward. 

In the method recommended the middle of a 
barrel stave which has been cut off at the ends is 
fitted to the chest. The center of the concavity fits 
within the heads of the humeri and a curve is put 
over the middle of the suprasternal notch. A nail is 
driven into each end of the splint but not through 
it. There is sufficient concavity here to fit the 
ordinary chest. The splint is well padded. Royster 
ties the corner of the bandage in on the nail, and 
makes figure-of-eight turns securing the shoulders. 

Slipping is prevented by means of adhesive. 

Pair Lewin. 
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Fig. 1. Front view, padding pur- 
posely omitted from splint. 


Boyster: Barrel-Stave Splint in Fracture of the Clavicle 


Cole, W. H.: The Use of the Thomas Bed Knee- 
Splint for the Routine Treatment of Fracture 
of the Shaft of the Femur. Minnesota Med., 
1920, iii, 391- 

The recent war has brought the Thomas bed knee- 
splint into prominence and the author urges its 
more common use for fractures of the femur in civil 
practice. The splint is not applicable, however, to 
sub- or transtrochanteric fractures or fractures of 
the neck which require more or less complete abduc- 
tion. Sometimes also swelling or injury around the 
groin, perineum, or buttock contra-indicates its use. 

The author prefers fixed extension rather than 
continuous or elastic traction by weight and pulley, 
as the latter, because of the patient’s movements 
which vary the ratio between the extension weight 
and the body counter-weight, does not afford 
absolute fixation. 

In the use of the Thomas splint the tuberosity of 
the ischium is one fixed point and the end of the 
splint the other. These points are joined by the un- 
yielding side bars of the splint. Traction on the 
distal fragment is obtained through the skin by 
means of adhesive plaster or glued flannel strips, and 
the traction straps are tied down to the end of the 
splint so that they cannot slide upward. The force 
or energy acting at the site of the fracture is there- 
fore definitely fixed. 

The most important feature of the Thomas splint 
is the ring. This must be of the right size to 
keep it from slipping over the tuberosity of the 
ischium and resting on the perineum. The padding 
should not be more than 31% cm. in diameter and 
the circumference of the ring about 4 cm. greater 
than the circumference of the thigh at the groin. 

The bed splint, unlike the walking splint, is sym- 
metrical and can be used for either side. The bed- 


Fig. 2. Back view showing figure- 
of-eight. 


splint ring is slightly ovoid and the center of the 
larger or more rounded side is attached to the 
inner bar. The side bars are from 15 to 20 cm. 
longer than the limb. 

The splint must be applied very gently as pain 
causes muscular contraction. The limb isshaved and 
the extension straps are applied so that the upper 
ends extend a short distance above the site of the 
fracture. The lower ends are sewed into webbing 
straps or loops. Spiral adhesive straps may be 
used for additional security, and then the whole 
limb wrapped with a roller bandage to hold the 
adhesive firmly to the skin. Care must. be taken, 
however, to prevent constriction. There should 
be no pressure over the malleoli, and the adhesive 
should not be applied to these prominences. 

After the straps are in place an assistant holds - 
the limb under traction and the splint is slipped on. 
The extension straps are then passed, one over, and 
the other under, their respective side bar, pulled 
tight, and brought together and tied at the notch in 
the distal cross-bar of the splint. A screw attach- 
ment, fastened into the bottom of the splint, may 
be used to tighten the straps if necessary. 

The author applies a well-padded posterior splint 
between the limb and the slings which run from one 
side bar to the other. The splint is bowed an- 
teriorly to maintain the normal anterior bowing of 
the femur, and is arranged to cause slight flexion at 
the knee. The slings, which are made of muslin or 
flannel, should be tight enough to keep the side bars 
running approximately along the midline of the lat- 
eral surfaces of the limb. Frequently the posterior 
gutter splint is unnecessary. Coaptation splints are 
sometimes used on the anterior surface of the thigh 
and held in place by circular ties of bandages. The 
foot is kept at a right angle. 
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In order to keep the end of the splint off the bed 
so that the heel will not be subjected to pressure, 
a rest or an overhead frame is used. The latter 
allows the patient greater freedom of movement. 

Within twelve to eighteen hours the muscles relax 
sufficiently to make tightening of the traction 
straps necessary. This is done several times during 
the first few days, and the tape measure is used daily 
until the injured limb is of the same length or even 
slightly longer than the other. If possible, the X-ray 
should be employed to verify the measurements and 
the position of the fragments. If length and align- 
ment with the normal anterior bowing of the femur 
are preserved it is not necessary to have perfect 
end-to-end approximation. 

Compound fractures are treated in the same way 
as simple fractures, the supporting slings being ad- 
justed so as to allow easy access to the wounds. 

Old malunited fractures are refractured and then 
treated as outlined. The structures should be over- 
stretched by means of a block and tackle and the 
splint applied while the patient is under the in- 
fluence of the anesthetic. 

Careful nursing is necessary to prevent pressure 
sores over the tuberosity of the ischium. The 
pressure may be relieved by abducting, raising, or 
lowering the limb. The skin must be kept clean 
and dry. 

Early weight bearing should be avoided on 
account of the possibility of a moldable callus. 
To prevent it the Thomas caliper splint is of 
value. The knee should be bent as soon as it is safe 
to release the traction straps long enough, and the 
bending should be repeated daily. 

D. H. Levintuat. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bosch Arana, G.: A New General Technique for 
Cinematic Amputations (Nuova technica per le 
amputazioni cineplastica). Chir. d. organi di movi- 
mento, 1920, iv, 296. 


In cinematic amputations performed according to 
Vanghetti’s method the greatest surgical difficulty is 
to obtain cicatrization of the motor tunnel. In the 
method described by the author this difficulty is 
overcome by the formation of four cutaneous 
bridges. The stumps to which this method is 
applied are old stumps selected for tertiary cin- 
ematization. Four equidistant longitudinal in- 
cisions varying from 8 to 15 cm. in length are made 
through the skin and subcutaneous cellular tissue, 
their lower extremities extending to about 3 cm. 
from the distal end of the stump. The four skin 
sectors are then dissected out separately from the 
aponeurosis and in this manner four well-nourished 
bridges of skin are formed. 

The second stage of the operation consists of the 
exposure of the bone through each of the four skin 
incisions. In the third stage an osteotomy is done 
with the Gigli saw. The bone stump is then trimmed. 


The next step is the treatment of the muscles. 
When it has been decided which muscles are best 
adapted to the type of motor desired, the soft parts 
are sectioned between two longitudinal incisions 
(either anterior and posterior or external and 
internal), and a frontal or lateral loop is formed. 

Epidermization is effected by suturing the opposed 
strips of skin over the muscle motor so that the in- 
ternal and external surfaces are brought together 
back to back. In this way the motor is covered 
only by an external skin surface. W. A. BRENNAN. 


Delangeniére, H., and Lewin, P.: A General Meth- 
od of Repairing Loss of Bony Substances and 
of Reconstructing Bones by Osteoperiosteal 
Grafts Taken from the Tibia. Surg., Gynec. & 
Obst., 1920, XXX, 441. 


Repair of bones by osteoperiosteal grafts either 
for loss of substance or reconstruction consists in 
transplanting into the defects, not only bone and 
periosteum, but all the elements of a callus which 
subsequently becomes new bone. This method is 
of value in the treatment of pseudarthrosis. the 
obliteration of a bony cavity or trephine opening, 
the rebuilding of bones partially or completely, 
and the formation of a strong arthrodesis. The 
grafts are obtained usually by removing from the 
tibia thin layers of bone with the periosteum. 
Depending upon the size of the graft, one or both 
of the tibia may be used. The internal surface of 
the tibia is chosen because of its accessibility, large 
size, and vascularity. 

Without cutting the periosteum, which is exposed 
thoroughly, a long incision is made through the 
skin over the middle of the internal surface of the 
tibia and the grafts are outlined with a scalpel and 
removed with a chisel. The bevel is kept high and 
the cutting edge is held firmly against the bone. 
The graft should be about as thick as a ten-cent coin. 
After its removal, it is placed in a compress and 
immediately transplanted into the wound previously 
prepared for it. ba 

Strict asepsis is necessary. Atntiseptics should 
not be used as they reduce the vitality of the graft. 
Bones to be grafted must be entirely free from oste- 
itis, and the skin must be healthy and sufficient to 
close the wound easily. Dead spaces must be elim- 
inated, and the extremities of the graft must be in 
contact with the ends of the bone to be repaired. 
The graft should be held in place by catgut sutures 
through the muscles. Foreign bodies are harmful 
to the vitality of the grafts. 

This report is based on 273 cases of osteoperiosteal 
grafts, and shows that the operation described is 
nearly always followed by reconstruction of the 
bone. D. H. LevinrHat. 


Standage, R. F.: Tendon Transplantation and 
Fixation for Nerve Injuries. J. Roy. Army Med. 
Corps, Lond., 1920, xxxv, 120. 

This article covers the work on tendon trans- 
plantation carried out in an East African military 
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hospital. Three types of nerve injury were treated 
by tendon transplantation: (1) irreparable injury 
to the musculospiral nerve with wrist-drop; (2) 
similar injury to the median nerve; and (3) injury 
to the musculocutaneous nerve in the leg with 
paralysis of the peronei muscles and resulting pes 
equinovarus. 

In cases of musculospiral paralysis the following 
transplantations were carried out: 

1. The pronator radii teres, detached from its 
radial insertion, was transplanted into the long and 
short radial extensors. 

2. The flexor carpi radialis tendon, divided at 
the wrist, was brought round the radius and over 
the wrist extensors, and transplanted into the tendons 
of the extensores ossis metacarpi, primi and secundi 
internodii pollicis, and the extensor indicis. 

3. The flexor carpi ulnaris tendon, divided at the 
wrist, was brought round the ulna and transplanted 
into the tendons of the extensor carpi ulnaris and 
the extensors of the three inner fingers. 

The operation preferred by the author is per- 
formed in the following manner: 

The arm is laid on its ulnar side on a small table 
placed at right angles to the operating table. An 
incision through the skin and deep fascia, 3 in. 
long, is made over the middle third of the radius. 
The supinator longus and the two radial extensors 
are separated and the former is retracted forward. 
The radius is then exposed. The tendon of the 
pronator radii teres having been recognized by the 
direction of its fibers, the thick tendon is well 
separated from the surrounding structures by blunt 
dissection, a large hernia needle is passed round it, 
and it is cut away from its insertion into the middle 
of the outer surface of the radius. In cutting the 
insertion free the knife must be kept close to the 
bone so that the tendon is separated cleanly. The 
wrist is then fully extended and held in that position 
by an assistant. The tendon of the pronator teres 
is applied to the extensor carpi radialis brevior. At 
the most convenient point an incision is made 
through the short extensor tendon and the pronator 
tendon is passed through it. The pronator tendon, 
which then lies between the short and the long 
extensors, is stitched in position with several fine 
silk sutures, some of which include all three tendons. 
All bleeding is stopped, the wound stitched, a 
temporary dressing applied, and the operation then 
continued. 

The arm is turned onto its posterior surface. An 
incision about 1 in. in length is made through skin 
and fascia at the wrist over the tendon of the flexor 
carpi ulnaris. The tendon is freed, an aneurism 
needle is passed under it, and the tendon is pulled 
forward. A second short incision is then made over 
it about 4 in. above the former incision. Through 
this incision the flexor carpi radialis tendon is 
freed. An aneurism needle is then passed again 
round the tendon at the wrist, care being taken 
that the median nerve is not included, and the 
tendon is divided as near its insertion as possible. 


In the next step the arm is turned onto its anterior. 
surface, sterile swabs being placed over the two small 
incisions. An incision 3 or 4 in. long is made from 
the wrist upward, over the center of the posterior 
surface of the forearm. Through this incision the 
tendons of the extensor ossis metacarpi pollicis, the 
extensor primi, the extensor secundi internodii 
pollicis, and the extensor indicis are separated. A 
swab is then placed over the wound, the arm is 
turned again onto its posterior surface, and a long 
thin pair of forceps is passed under the fascia and 
pushed out through the upper wound on the flexor 
surface. The flexor tendon is seized by its end and 
drawn through to the extensor surface in a slanting 
direction. Incisions are made in the four extensor 
tendons and the tendon of the flexor carpi radialis 
is passed through them and stitched to each by 
means of very fine silk sutures. 

The tendons of the extensor carpi ulnaris and the 
three inner extensors of the fingers are now freed. 
A swab is placed over the long wound on the ex- 
tensor surface and the arm once more turned with 
the flexor surface upward. The flexor carpi ulnaris 
tendon is treated in the same way as the flexor carpi 
radialis: divided at the wrist, pulled out through a 
wound 4 in. above the wrist, and transferred to the 
extensor surface by being pulled under the fascia 
in a slanting direction round the ulna. The ulnar 
flexor tendon is then attached to the extensor carpi 
ulnaris and the extensors of the three inner fingers. 

The five wounds are stitched, a dressing is applied 
to them and to the wound over the pronator teres, 
and the hand is put up on a splint which maintains 
it in a position of extension. 

For division of the musculocutaneous nerve in the 
leg with paralysis of the peronei the author trans- 
plants the tendon of the peroneus longus into the 
outer side of the active tibialis anticus. The tibialis 
anticus thus becomes a bifid tendon pulling up the 
outer and inner sides of the foot at the same time. 

In cases of irreparable injury to the external 
popliteal nerve with consequent drop-foot Standage 
has employed tendon fixation. The technique is 
that described by Sir Robert Jones, with trifling 
modifications. 

In cases of irreparable complete division of the 
trunk of the sciatic nerve the ankle is usually found 
to be fixed in a position of equinus and the para- 
lyzed ham-strings are contracted so that the knee 
joint is fixed in semiflexion. For such a case the 
following operations are carried out: (1) lengthening 
of the tendo achillis; (2) fixation of the peroneus 
longus and tibialis anticus; (3) tenotomy of the 
ham-strings; and (4) resection of the knee to pro- 
duce a stiff joint. 

In paralysis due to injury of the ulnar nerve an 
attempt was made in the base hospitals to unite 
the divided ends in every case. This was done in 
view of the grave crippling produced by this injury 
because of paralysis of the intrinsic muscles of the 
hand. No tendon transplantation will modify this 
and the only hope is successful nerve suture. The 
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author has carried out several second sutures of the 
ulnar nerve, using subcutaneous fat to surround the 
ends after union and to prevent their adhesion to 
surrounding tissues. Sufficient time has not yet 
elapsed, however, to warrant a report on the end- 
results. G. W. 


De Mata, T. R.: The Albee-Delbet Operation (La 
operacién de Albee-Delbet). Rev. espan. de cirug., 
1920, li, 129. 

The prognosis in fracture of the neck of the femur 
is grave because in practically all cases only fibrous 
union can be expected. The failure in bony union 
is due to the poor blood supply of the head of the 
femur. In examining many cases operated upon 
Delbet was unable to find a single instance of firm 
union. He therefore tried to join the fragments by 
means of a metal screw, but this procedure failed 
because it was difficult to pass the screw through at 
the desired point; it tended to pass either posteriorly 
or anteriorly to the neck. 

The angle made by the axis of the neck and shaft 
of the femur is 125 degrees and that made by the 
axis of the neck with a horizontal plane when the 
patient is lying on his back varies as much as from 15 
to 4o degrees. Delbet’s ‘‘screw director ’’ was meant 
to obviate the difficulty in introducing the metal 
screw in the right direction. After the patient is 
under the influence of an anesthetic the feet are 
brought together and the shortening is reduced by a 
steady pull on the affected limb. A_ horizontal 
incision is then made over the greater trochanter and 
the drillin the Delbet director is placed from 1 cm. to 
114 cm. below the tip of the trochanter. The dis- 
tance traversed by the drill is usually between 6 and 
8 cm. In recent fractures a metal screw is used and 
in long-standing non-union, a piece of fibula. 

The two weak points in Delbet’s method «re: 
(1) the use of a metal screw, and(2) the unsatisfactory 
manner of drilling the hole. Albee suggested the use 
of bone pegs instead of metal pegs and exposure of the 
joint through an anterior horizontal incision along 
the medial border of the sartorius muscle. 

The Albee-Delbet technique is as follows: With 
the patient on a fracture table the greater trochanter 
and the joint are exposed as described. A hole is then 
drilled through the trochanter and the neck and head 
of the femur, the direction of the drill being con- 
trolled by palpation through the anterior incision. 
The drill is left in place until the surgeon is ready to 
insert the bone peg. The limb is put in a plaster cast 
in the Whitman position or dressed with a simple 
gauze bandage. 

The use of beef-bone pegs or screws as recommend- 
ed by Henderson brings very definite results. 

Even with the Delbet technique there are many 
cases of non-union, probably because of some dis- 
turbance of the endocrine system. 

The author believes that an impacted fracture of 
the neck of the femur should be left unmolested un- 
less coxa vara or coxa valga results, but Whitman 
advocates abductive treatment regardless of im- 
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paction. The main points in the Whitman technique 
are that the affected limb is abducted and rotated 
only to the limits of abduction and internal rotation 
of the sound limb, and impaction of fragments is 
caused by abduction. 

De Mata reports the results in seven cases. The 
ages of the patients varied from 30 to 65 years. The 
functional outcome was excellent. The Delbet 
method is the operation of choice in cases of recent 
fracture and old cases of non-union and also for 
those in which the Whitman conservative treat- 

“ment has failed. Pio Bianco. 


Spier, H. W.: An End-Result Study of Arthrodesis 
for Non-Tubercular Affections of the Hip Joint. 
J. Orthop. Surg., 1920, ii, 515. 


The operative work reported was performed large- 
ly on the service of Brackett and in most cases 
Brackett’s method of approach was used. An 
effort was made to destroy the joint cartilage, to 
approximate the raw bony surfaces, and to immo- 
bilize the extremity in the position of greatest func- 
tional value. 

Subsequently a questionnaire was sent out to 
discover as far as possible what the patients them- 
selves thought of the result, the length of their con- 
valescence, and their present condition as regards 
disability and_ self-support. The examination 
covered the questions of ankylosis, function, and 
position. 

Ankylosis seemed to be obtained most readily in 
cases in which the hip condition was due to definite 
trauma. The end-result in the 5 cases in this class 
was satisfactory 

In the cases operated upon for disability due to 
hypertrophic arthritis the outcome was not as 
favorable. In some of these union was doubtful 
while in others it was not obtained at all. As this 
type of arthritis is characterized by eburnation of 
the articulating surfaces which hinders union, it 
would seem that, to obtain satisfactory results, a 
more thorough, radical, and destructive operation 
and more prolonged postoperative immobilization 
are necessary than in arthritis of traumatic origin. 

Several of the patients complained that the results 
were unsatisfactory at the end of about one year, but 
that the condition was relieved at the end of from 
two to five years. In such cases the ankylosis was 
only partial at the earlier date and consolidated 
later. The X-ray study of a number of these cases 
was not very satisfactory. Little can be learned 
from radiographs regarding doubtful ankylosis in 
hip joints in which there are bony overgrowths. 

The extremity was immobilized at the time of the 
operation in abduction and was held in that posi- 
tion as far as possible for a varying length of time 
during the period of convalescence. High double 
plaster spicas were used during the first weeks and 
then replaced with a single spica for ambulatory 
fixation. In spite of this, however, the hip was in 
definite abduction in only 3 cases. In 4, the position 
was neutral, while in the remaining 18 there was 
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definite adduction. Regarding rotation of the limb, 
the report shows that the external position was 
retained fairly well. 

The author summarizes his conclusions as follows: 

1. Arthrodesis gives a satisfactory end-result in 
cases of painful hip due to trauma. 

2. When the condition is due to hypertrophic 
arthritis arthrodesis is justified but the results are 
less satisfactory. 

3. The time of convalescence is long, approaching 
one year. 

4. As the extremity tends to return to the posi- 
tion of adduction, little should be promised in this 
regard. L. C. DONNELLY. 


Parker, C. A.: The Treatment of Bow-Legs and 
Knock-Knees. Surg. Clin. Chicago, 1920, iv, 705. 


The most common orthopedic deformities result- 
ing from rickets are bow-legs and knock-knees. 
These deformities are not the result of walking too 
early but are observed more frequently when walk- 
ing has been delayed six months because of general- 
ized weakness. In bow-legs the condition has a 
natural tendency to correct itself. In knock-knees 
this tendency is absent. The deformities are great- 
est usually during the second and third years of 
age, the active period of rickets, and become fixed 
during the succeeding stage of bone eburnation. 

During the early stage deformities may usually be 
corrected by the persistent use of rigid apparatus of 
iron or plaster of Paris maintained until the bones 
harden. 

In older cases fracture of the bones is the best and 
practically the only certain method of correcting the 
condition. During the active stage fracture is open 
to objection because the bones must be held in posi- 
tion a long time or until eburnation occurs and non- 
union sometimes results. Therefore operative treat- 
ment should be deferred until the rachitic process 
has ceased and the osseous structure is normal. 
Parker prefers to operate between the fourth and 
fifth years of age as the bones are then in a condi- 
tion favoring rapid union and still small enough to 
be broken with the osteoclast. In older children an 
open osteotomy should be done because of the 
danger to the soft tissues from too great pressure 
with the osteoclast. The osteoclast recommended 
by the author is the Grattan osteoclast which is 
adjustable. 

In bow-legs the deformity is practically always 
below the knee and the bones are broken with the 
single pressure bar of the osteoclast on the outside 
and opposite the apex of the deformity. This breaks 
the fibula first and then the tibia. In knock-knees 
the single bar is placed on the inside of the femur, 
usually close above the knee. 

The operation is performed under local anes- 
thesia, the bones being broken by means of the 
cross bar as rapidly as the screw can be turned. The 
usual time required is from four to eight seconds. 
As soon as the bones are broken the bar is quickly 
teleased by reversing the screw. The pressure of the 


polished steel |bars of the osteoclast makes three dis- 
colored areas on the skin, but this is of no importance. 

Immediately after the fracture the leg is placed in 
a plaster of Paris cast which, in cases of bow- 
legs, extends from the toes to the perineum and in 
cases of knock-knees extends to the umbilicus and 
includes the hip. While the plaster is setting the 
deformity is corrected manually with a certain 
amount of over-correction. If the bones are suit- 
able for normal union the casts are left on for five 
or six weeks. As a rule the child is able to get up 
within a week after the removal of the cast. 

Several hundred cases treated in the manner 
described were remarkably free from surgical com- 
plications. In some of the more vicious deformities 
several fractures have been made in the course of a 
few years. 

The illustrations accompanying the article show 
the manner of using the osteoclast and some of 
the results obtained. F. G. Murpuy. 


ORTHOPEDICS IN GENERAL 


Wright, H. W.: Nerve Lesions Following Common 
Types of Back Strain and Their Relation to the 
Prognosis of Disability. J. Orthop. Surg., 1920, 
ns. li, 477. 


The forms of back strain discussed are such as 
are frequently met with in industrial and private 
practice. Their exact pathology is often very 
obscure. 

In many of the cases described prompt orthopedic 
treatment gives satisfactory results, but in others 
the disability continues for some time. In the latter 
type a careful neurological examination will fre- 
quently shed light on the nature of the condition. 

The cases reported are cases of low back strain 
due to the lifting of heavy objects while the spine 
was strongly flexed and strains due to sudden falls 
or missteps which resulted in symptoms and signs 
referable to the various branches of the lumbosacral 
plexus. 

As many structures may be involved in a sudden 
strain of the back, the pathology may be multiple 
in its manifestations. The clinical picture may be 
still further confused by such complications as 
arthritis. 

Two of the nine case reports given in the article 
are briefly as follows: 

A professional golfer, 30 years of age, fell down a 
ladder and struck the right buttock. This occurred 
Nov. 18, t918. Since then he has complained of 
pain in the distribution of the superior gluteal 
nerve, especially when standing or bending forward. 
Massage, manipulation, and the use of a low back 
brace have failed to give relief. No pathologic lesion 
was demonstrated by the X-ray. An examination 
May 1, 1920, showed a diminished lumbar curve 
with rigidity of the lumbar muscles when the spine 
was flexed forward or laterally, and the presence of 
infection of the tonsils. The pain in the gluteal nerve 
continues and after eighteen months the patient is 
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incapacitated for work. In this case it is probable 
that an arthritis is present in addition to a slight 
plexus lesion. 

A man 40 years of age wrenched his back while 
climbing a telephone pole in October, 1913. Imme- 
diately thereafter symptoms of obstruction of the 
bowels developed and a laparotomy was performed. 
The cause of the obstruction was not learned. The 
patient recovered, enlisted in the navy, and after 
the war was discharged in good condition. In May, 
1919, while lifting timber, he again strained his back 
and experienced severe pain in the lumbar region. 
This was followed by numbness of the limbs, fre- 
quent desire to urinate, and obstinate constipation. 
A neurological examination seven months later 
showed weakness and loss of tone in the muscles of 
both legs and thighs, exaggerated tendon reflexes, 
double ankle clonus, the Babinski reflex, and a gait 
which was a combination of ataxia and spasticity. 
Sensation was diminished in the lower extremities 
but particularly on the left side. The patient was 
not seen again but recently it was learned that he 
was operated upon for a suspected cord tumor. The 
report of the surgeon is as follows: ‘Extensive 


thickening of the dura from the level of the fourth 
to the sixth dorsal vertebrae and extending around 
and along the nerve roots.”’ The pathologic diagnosis 
was chronic pachymeningitis. There was no labora- 


SURGERY OF ‘THE 


Irland, R. D.: The Pathology and Surgical Treat- 
ment of Peripheral Nerve Injuries. J. Missouri 
State M. Ass., 1920, xvii, 307. 

This article is based on 500 cases treated at the 
U.S. Army General Hospital No. 28. 

In making a diagnosis of division of a peripheral 
nerve a differentiation must be made between an 
anatomical and a physiological interruption of the 
nerve impulses. If this cannot be done operative 
treatment should be delayed for a number of 
months. Scar tissue may interrupt impulses without 
destroying the neurofibrils distal to the point of 
compression. In some cases a recovery results in 
eight or ten days after the removal of scar tissue. 
Before suturing a nerve the neuromata on the prox- 
imal and distal segments and the nerve on the 
proximal and distal sides of these neuromata must 
be resected until the neurofibrils herniate from the 
cut surface. To avoid bruising and laceration, this 
should be done with a small, thin, sharp blade. 

It seems fairly well established that neurofibrils 
will grow from 1 to 2 mm. a day. The radial nerve 
seems to return to normal fairly promptly. Next in 
quickness of response is the sciatic nerve and then 
the median, the ulnar, and the external popliteal 
nerves. 

If splints are used at all they should be employed 
for the purpose of giving elastic traction. Uf muscle 
changes are permitted to occur to a marked extent 
the regeneration of the nerve will be of no avail. 


tory evidence of syphilis in this case. It seems 
probable that, following the comparatively slight 
trauma (back strain) which did not cause any bone 
lesion of the spine, the patient had had an extensive 
extramedullary and intramedullary haemorrhage 
and the exudate became firmly organized. 

In commenting on the cases reported the author 
calls attention to the signs indicating an actual 
lesion of one or more branches or the lumbosacral 
plexus which were present in every case except one. 
While the form of the lesion could not be demon- 
strated, the fact that it was either an intraneural or 
extraneural lesion was shown by such signs as 
persistent pain in spite of immobilization of the 
spine, isolated muscle weakness, and absence of the 
achilles reflexes. In the third case there were signs 
of involvement of the spinal cord. At operation and 
pathologic section the condition was found to be 
an extensive subdural and extradural hemorrhage. 

Attention is called also to the chronicity of the 
symptoms in the majority of the cases reported and 
the long period of incapacity for work. In 7 cases 
the average period of industrial disability was four- 
teen months; in 2 of these the period was two years; 
in 1, twelve months; in 1, twenty months; in 1, 
six months; and in another, three months. One 
patient is permanently disabled. 

L. C. DONNELLY. 


NERVOUS SYSTEM 


The chief points of the article are summarized as 
follows: 

1. Immediate suture is best if it has been proved 
that there is complete interruption of the nerve. 

2. If the condition of the nerve is unknown op- 
eration should be delayed for a few months as 
spontaneous recovery may result. 

3. End-to-end suture is best. If this is im- 
possible, an auto-cable transplant should be em- 
ployed. 

4. The resection of all scar tissue is essential. 

5. The field must be kept dry. 

6. Care must be taken to prevent axial rota- 
tion. 

7. In suturing, fine catgut or silk, and very fine 
and round needles should be used. 

8. The closure of the epineurium must be perfect 
and enclose all neurofibrils. 

9. Rigid splints should not be applied at any 
time. 

1o. Physiotherapy to prevent atrophy and 
fibrosis of the muscle is of great importance. 

C. R. STEINKE. 


Toraca, L.: The Blood Circulation of Isolated 
Nerves (La circolazione sanguinea dei nervi isolati). 
Chir. d. organi di movimento, 1920, iv, 279. 
The author has made a number of experiments on 
dogs to study the circulation of the blood in isolated 
nerve trunks. This question has become of im- 
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portance because of the advances in nerve surgery 
during the war. The chief object of the author’s 
experimental research was to determine whether the 
endovascular network of vessels was sufficient to 
nourish all of the isolated tract. Accordingly the 
isolated nerve trunks were wrapped with a pro- 
tecting medium to cut off any collateral supply 
which might develop from the surrounding tissues. 
The nerve selected for the experimentation was 
the sciatic nerve. 

The author’s conclusions from his study are as 
follows: 


1. Even if nerve trunks are isolated beyond the 
usual limits of blunt dissection all the nerve vessels 
are spared. 

2. Simple isolation of a nerve causes only an 
incidental reaction. 

3. When a nerve is isolated and surrounded by 
a strip of rubber the most important reaction is 
hypertrophy and dilatation of its blood vessels. 

4. Even when the nerve is isolated for its entire 
length and permanently removed from contact 
with the surrounding tissue its vascular network is 
sufficient for its nutrition. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


McCarrison, R.: Dietetic Deficiency and Endocrine 
Activity, with Special Reference to Deficiency 
(demas. Brit. M.J., 1920, ii, 236. 


The author bases his paper on the results of 
experiments performed on pigeons, guinea pigs, and 
monkeys. The animals were fed on six types of 
deficiency diets. The effect of these diets on the 
endocrine organs is attributable to three causes 
acting singly or in combination: (1) deficiency of 
vitamines, (2) imperfect balance of food with re- 
spect to proximate principles, and (3) the accidental 
occurrence of pathogenic agents in the body. 

The endocrine organs are influenced profoundly 
by dietetic defects. They all undergo more or less 
atrophy and depreciation of function, with the ex- 
ception of the adrenal glands and, in the male, the 
pituitary body. These latter become enlarged in 
accordance with the varying character of the 
deficiency. 

The adrenalin content of the enlarged adrenals is 
increased when the diet is deficient in vitamines and 
proteins and disproportionately rich in starch. 
Animals fed on scorbutic diets, especially in the 
presence of intercurrent infection, have enlarged 
adrenals with a decreased adrenalin content. 

(Edema is found to bear a definite relationship 
to the adrenalin content of the enlarged adrenals of 
pigeons fed on autoclaved rice. When the adrenalin 
content is high, cedema occurs in 86 per cent of cases; 
when it is low, cedema does not occur. Fresh butter 
contains a substance which is protective against 
cedema and maintains the adrenalin content at a 
low level. Butter varies in its capacity for pro- 
tecting against oedema. This variation is dependent 
on the quality of the cow’s food. Cows fed on green 
fodder produce a butter which has a greater pro- 
tective capacity than those fed on dry fodder. 
Cocoanut oil does not possess this protective prop- 
erty. 

Adrenalin appears to control the excretion of 
urine; therefore it is important to know that the 
adrenalin output is influenced by the quality of the 
food taken. G. S. Foutps. 


Sennels, A.: A Case of Papillomatous Tumor of 
the Thyroid, with a Consideration of the 
Malignancy of Such Tumors (Fall von papil- 
lomatoesen Geschwuelsten in der Schilddruese mit 
einer Uebersicht ueber die Malignitaet solcher Ge- 
schwuelste). Hosp.-Tid., 1920, xiii, 337. 


Wherever papillomatous tumors develop they 
frequently show a tendency to malignant degenera- 
tion although often the microscopic examination 
may not give positive evidence of a change of this 
nature. 

Experimentally induced gastric tumors exhibit a 
papillary structure and occasionally prove them- 
selves to be malignant (metastases). The determina- 
tion of benignancy and malignancy is especially 
difficult when the growths are situated in the thyroid 
gland. All of the numerous cases collected by 
Langhans proved to be malignant. 

On the basis of his own observations and investiga- 
tions the author differéntiates two types of papil- 
lomata of the thyroid. Macroscopically they are 
small, hard. and nodular tumors and larger cystic 
tumors. Microscopically the former show extending 
from their walls a distinct vessel-bearing papillary 
connective-tissue framework covered with high 
cylindrical epithelium. In the latter there are 
communicating cystic cavities from the smooth 
walls of which project cauliflower-like growths. 
The structure of the connective tissue is papillary 
and occasionally shows fine interwoven branches. 
The epithelium is cubical. In the former an in- 
growth of the epithelium into the tumor capsule is 
seen, but in the latter type there is no such evidence 
of malignancy. The latter type seems to have a 
tendency to break into the venous stream. In 
one case, though the tumor did not penetrate the 
—* multiple metastases were formed in the 
ung. 

Whether the tumors are of branchiogenic origin 
or of parathyroid origin still remains to be deter- 
mined. 

Sennels points out that a thyroid cancer of this 
type is not uncommon in salmon. If the observa- 
tions made are correct, there is some relationship 
between this condition and infection by a nematode. 

SAXINGER (Z). 
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Macrae, D., Jr.: The Prevention and Treatment of 
Wound Shock in the Theater of Army Op- 
erations. Illinois M.J., 1920, xxxviii, 108. 

The author believes that the Medical Depart- 
ment of the Army should take steps toward pre- 
paredness. With this in view there should be in- 
cluded in the training of all physicians instruction 
in war surgery and medicine dealing with such 
subjects as the management of hospitals, ambulance 
organization, sources of supplies, the evacuation of 
the sick and wounded, the conservation of men and 
food, etc. 

In regard to the prevention of wound shock 
Macrae quotes largely the statements of Cowell. 
From determinations of the blood pressure, pulse, and 
respiration of men in the trenches before and after they 
were wounded it was found that the blood pressure 
is always higher “‘just before something happens” 
when the men are excited and worried. A prolonged 
excessive effort, eventuating in fatigue and associ- 
ated with excitement, worry, and high tension for 
six days when the men have little opportunity for 
sleep and are cold, wet, and insufficiently nourished 
results in a marked disturbance of the nervous 
system with relaxation of the vasomotors. In ad- 
dition, acidosis develops because of a decrease in 
the alkalinity of the blood. 

The exact cause of shock is not known, nor do we 
know what shock is. Three degrees of shock are 
recognized: (1) slight shock with no depression of 
the blood pressure, which is observed usually in 
those who have lost little or no blood; (2) delayed 
shock, observed in those who have moderately 
severe wounds but are not in immediate danger; and 
(3) immediate shock which occurs in those with the 
most severe or mortal wounds. 

Gas gangrene always produces shock. Shock 
may be divided also into: (1) primary wound shock, 
which is nearly always fatal, and (2) secondary 
wound shock which is largely preventable by al- 
leviation of the causes which include pain, fear, cold, 
hemorrhage, and sepsis. 

Measures for the prevention of shock, taken first 
at the regimental aid station, are repeated at the 
dressing stations, and if necessary, at the casualty 
clearing station. Such measures include: 

1. Morphine in sufficient dosage to dull the pain 
and reduce apprehension, but not in over-dose. 
Usually 1% gr. is sufficient. 

2. Warmth during transportation and at every 
station while the patient is on the litter. 

3. Alkaline drinks to combat acidosis. 

4. Hot fluids by rectum. 

5. Intravenous injections preferably of 5 per 
cent gum arabic solution with 4 per cent soda 
bicarbonate solution. 

6. Blood transfusion, in extreme cases. 

At the casualty clearing station it is regarded as 
advisable to wait a while before operating. Gas 
and oxygen are the best anesthetics, but ether also 
is good. Chloroform should never be used at this 
station. 


The patient should be kept warm in bed and 
given fluids by rectum or intravenous injection. 
In some cases transfusion may be necessary. 

The author does not agree with Cowell regarding 
the benefit of gum salt, preferring whole blood, 
citrated blood, and saline. 

In regard to so-called “shock teams” Macrae 
states that experienced surgeons are to be preferred 
to those who are young and inexperienced. He 
advocates a larger personnel and more equipment. 

Other points of improvement suggested are: 

1. An increase in the trained personnel for aid 
and dressing stations. 

2. The training of men in the army as re- 
gards first aid, litter bearing, the danger of shock, 
and the necessity for heat and saline drinks. 

3. Good splinting, especially the Thomas variety, 
and the training of all enlisted men in their applica- 
tion as in the British army. 

4. More equipment to furnish warmth for the 
wounded in dressing stations and field hospitals. 

5. The selection of the most experienced officers 
for surgical triage. 

6. Hot thermos bottles and better heating facil- 
ities for ambulances. 

7. Special marks for the severely wounded in 
order that they may be treated more quickly. 

8. Less surgery and more beds, heat, and hot 
saline drinks in field hospitals. 

9g. Less shock and more surgery in mobile 


hospitals. M. H. Hopart. 
Bevan, A. D.: Pilonidal Cyst. Surg. Clin. Chicago, 
1920, iv, 765. 


The case reported was that of a man 28 years of 
age who was believed to have multiple anal fistulz. 
The patient had been in excellent health until two 
years previously when an abscess developed on the 
left side of the anus. This abscess was opened but 
a fistula remained. Although several operations were 
performed to close the fistula, a cure had never been 
effected. Subsequently other fistula developed in 
the same region, with the result that at the time of 
the examination by the author five fistulous tracts 
were present. These apparently opened into 
an ischiorectal abscess on the left side and also into 
the bowel. 

The operations performed previously were done 
for ischiorectal abscess and anal fistulae. The opera- 
tion performed by Bevan, however, showed that 
the condition was a pilonidal cyst in an unusual 
situation. Dissection demonstrated that the abscess 
and the fistule did not lead into the rectum. The 
author states that to obtain a permanent cure in 
such cases a very complete excision is necessary. 

A. R. HoLLeNDER. 


Smith, E. F.: The Production of Tumors in the 
Absence of Parasities. Arch. Dermat. & Syph., 
1920, ii, 176. 

Smith first describes the varieties of tumors in 
plants. These growths are due to numerous causes 
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chief of which are living things such as gall flies, 
plant lice, nematodes, fungi, myxomycetes and 
bacteria. Other factors are frost and mechanical 
irritation and the acidity of imperfectly aérated 
tissues. The influence or relation of the parasite in 
this connection is of interest. “All tumors, so far 
as they are due to parasites, must be assumed to be 
due to the chemical-physical action of the by- 
products of the metabolism of these parasites, just 
as most communicable diseases are due, not to the 
parasites themselves, but to their toxins.” 

For the past fifteen years the author has been 
experimenting with crown gall. During this time a 
widely distributed, harmful plant tumor has been 
demonstrated to be due to a schizomycete. The 
bacteriologist has been able to isolate the organisms 
from this tumor and the growth has been reproduced 
by pure culture inoculations and the grafting of 
portions to suitable parts of healthy plants. If 
taken early, the tumor may be removed success- 
fully, but in the later stages it often returns after 
removal. 

Further experiments conducted by the author 
have demonstrated that the by-products of the 
parasite may stimulate normal cells to become 
tumor cells. 

Following out the theory that disturbed cell 
respiration is at the bottom of tumor formation, 
Smith attempted last year to find what results 
could be obtained in the absence of parasites by 
limiting the intake of air in various ways. The same 
result was reached in every experiment—increased 
acidity of tissues and the formation of small 
hyperplasias. Smith believes that these changes 
take place only as the result of an anaerobic cell 
respiration acting on the youngest, most active 
cells of a tissue. Some oxygen must always be 
present, however, or there will be complete asphyxia- 
tion of the tissues, such as occurred in the early 
experiments. 

The most striking tumors are obtained by the 
inoculation of the crown gall organism, bacterium 
tumefaciens. Some of the growths are simple 
tumors while others contain roots and shoots and 
still others show the beginning of secondary tumors. 
In the embryomata the invasion of tumor tissue 
into the embryomatous parts (young roots and 
shoots) was noted. A. R. HoLLteNnDeER. 


Pfahler, G. E.: Roentgen Rays or Radium Com- 
bined with Excision in the Treatment of 
Keloids. Arch. Dermat. & Syph., 1920, ii, 181. 


Pfahler believes that if it is made more generally 
known that radium and the roentgen rays will pre- 
vent growing scars and cause their disappearance, 
patients will be more apt to seek assistance. 

Prominent among those who long ago called 
attention to the value of the roentgen rays in the 
treatment of keloids was McKee. While the work 
was conducted without any definite plan and the 
technique was imperfect, brilliant results were ob- 
tained. Much skill and judgment are necessary even 


when the technique is definite, however, for no two 

cases react in the same way. The aim should be to 

produce a progressive atrophy without erythema or 

: destructive effect on the skin or underlying epithe- 
um. 

The technique must be varied considerably 
with the size or thickness of the keloid, especially 
when the roentgen rays are used alone. The thicker 
and older keloids require more filtration and corre- 
spondingly longer treatment. In recent cases of 
hypertrophied scars in which the scar tissue is still 
quite young considerably less treatment and 
filtration is necessary. 

Radium will give very similar results if used in 
corresponding doses. Plaques or capsules may be 
employed. The dose given should be an erythema 
dose. A 50 mg. capsule in o.5 mm. of silver and 1 
mm. of rubber in direct contact will produce an 
erythema dose in one hour. 

The author’s object in bringing this subject before 
the profession is to emphasize the value of the 
combined treatment. This method is original with 
Pfahler only in that he has arrived at conclusions 
regarding it and has been recommending it for a 
number of years independently of others who have 
been working along the same lines. When the keloids 
are large it seems advisable for many reasons to 
excise them before the roentgen-ray or radium treat- 
ment is begun. As a rule, however, the method con- 
sists of applying the roentgen rays to the keloid 
area a few days before the operation. The dose 
should then be the same as that used ordinarily when 
no operation is to be performed. The advantage 
of excision and combined ante-operative and post- 
operative roentgenotherapy consists in the fact that 
it reduces the scar to the level of the skin and in 
many instances causes a decrease in the total area of 
the scar. 

Pfahler advocates and employs a full dose of roent- 
gen rays within a week or ten days after the excision 
of the scar. The patient is then seen weekly, and if 
any tendency toward recurrence is noted, further 
treatment is given. Whenever in the author’s cases 
the condition recurred after excision, the recurrence 
was thoroughly controlled by the roentgen ray or 
radium. A. R. HOLLENDER. 


BLOOD 


Dreyer, G., Bazett, H. C., and Pierce, H. F.: 
Diurnal Variations in the Hemoglobin Con- 
tent of the Blood. Lancet, 1920, cxcix, 588. 


Lloyd Jones in 1887 pointed out the existence of 
definite daily variations in the specific gravity of the 
blood and found that it is highest between 9:00 
and 10:00 a.m. and lowest between 6:00 and 7:00 


.m. 

The changes are due very largely to the differences 
in the hemoglobin content, the periods of highest 
and lowest specific gravity coinciding closely with 
those of the highest and lowest hemoglobin con- 
tent. 
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The necessity of paying attention to the daily 
variations in the hemoglobin content was empha- 
sized. by Dreyer in 1919. It is hardly possible to 
form a correct opinion of the actual pathologic and 
physiologic changes which take place unless the 
diurnal variations are duly considered. 

The technique developed by Dreyer is described 
in detail. Capillary pipettes made from glass tubing 
are drawn out so that a length of 15 cm. corresponds 
to a volume of 0.1 ccm. These are graduated by 
mercury from a standarized 0.1 ccm. pipette. A 20 
ccm. pipette, graduated in tenths, is used for taking 
the quantity of saline required for dilution. 

Five or six drops of blood are collected in a 
paraffined watch-glass and the dilution is made 
immediately. The watch-glass should be agitated 
continuously to prevent sedimentation of the 
corpuscles. In the case of human blood a dilution 
of 1 in 200 (0.1 ccm. of blood to 19.9 ccm. of saline) 
is convenient, but in the case of goats and rabbits a 
dilution of 1 in 150 is preferable. The blood is care- 
fully mixed. the tubes are put into cold storage, 
and the mixture is not hemolyzed until immedi- 
ately before the readings are made. Dry saponin 
is used as a hemolytic agent. The tubes are left 
in a water-bath at 30 degrees centigrade until com- 
plete hemolysis has taken place. 

For all readings a Duboscq colorimeter is used. 
To secure comparable results from day to day the 
use of a yellowish artificial light is recommended. 
It is necessary on each occasion to determine the 
actual difference in the readings obtained by filling 
both cups with the same hemoglobin solution, and 
to allow for these differences in the calculation of the 
experiment. When a series is being compared, one 
of the samples is poured into one cup and the others 
are read against it. A height of 10 mm. on the ver- 
tical scale will give a good color intensity. To se- 
cure an unchangeable standard from day to day, 
one or more of the bloods is finally read against a 
standard glass of suitable color. 

There is some evidence that the female exhibits 
greater daily variations than the male. These 
diurnal variations may be connected closely with 
variations in the pulse rate, blood pressure, volume 
of respiration, and possibly fluid absorption or kid- 
ney secretion. 

In conclusion the author makes the three follow- 
ing points: 

1. The diurnal variations in the hemoglobin per- 
centage in man and animals are very considerable 
and may even reach as much as 30 per cent. 

2. In attempting to establish the normal hemo- 
globin content of the blood in a series of individuals 
it is essential to make the observations at a time 
when the daily variations are least, that is, between 
5:00 and 7:00 p.m. 

3. In the study of any phenomena in which 
alterations in the concentration of the blood are 
concerned it is necessary to view them in the light 
of the marked diurnal variations which may occur. 

H. H. Minter. 


BLOOD AND LYMPH VESSELS 


Roussiel, M.: Arteriovenous Anastomosis in the 
Treatment of Gangrene Due to Arterial Oblit- 
eration (L’anastomose artério-veineuse dans le 
traitement des gangrénes par oblitération artérielle). 
J. de chir., 1920, xvi, 257. 


The author has made 12 experimental arterio- 
venous anastomoses of the carotid to the external 
jugular in animals. In most cases the results were 
good, the anastomosis remaining permeable. Of 63 
clinical cases found reported in the literature a suc- 
cessful result was obtained in only 16. Poor results 
the author ascribes to unfavorable general and local 
conditions or the fact that operation was deferred 
until too late. 

Roussiel finds from a study of the literature 
that in some cases arteriovenous anastomosis applied 
to the treatment of senile gangrene has been success- 
ful when other methodsof treatment have failed com- 
pletely.. It is not successful, however, in cases of 
definite gangrene complicated by extensive and 
infected venous thrombosis. In such cases it is 
contra-indicated because it brings on a rapidly fatal 
septicemia. Therefore in this condition amputation 
is necessary. 

Arteriovenous anastomosis gives favorable results 
only in cases of beginning senile gangrene when the 
venous routes still allow a constant flow of blood 
toward the extremities. Roussiel believes that suc- 
cess will be obtained more frequently when cases 
are referred to the surgeon during the period which 
precedes the appearance of gangrene, a period char- 
acterized by cyanosis, great pain, and coldness in 
the extremities. W. A. BRENNAN. 


GENERAL BACTERIAL INFECTIONS 


Sacquépée, E.: French Research on Gas Gangrene. 
Lancet, 1920, cxcix, 605. 


The entity known as “‘gas gangrene”’ is essentially 
a disease producing local and general reactions. 
The former consist of the formation of gas in the 
tissues, a surrounding cedema and swelling, and 
gangrene. The local findings may be present in 
cases other than those of true gas gangrene. If 
there is a general reaction characterized by rapid 
pulse, weakness, dyspnoea without chest involve- 
ment, and an earthy icteroid color of the skin, we are 
dealing with the true disease. 

With this clinical entity in mind the French 
observers isolated bacteria which produced the dis- 
ease experimentally. Both general and local phe- 
nomena must ensue to establish the identity of these 
pathogenetic organisms. As a result of these 
studies specific therapy was instituted and its 
results were very gratifying. 

Two of the organisms found had been previously 
identified by other observers. One of these, bacillus 
perfringens, was found in 82 per cent of a series of 
121 cases. It proved incapable of producing a potent 
toxin, although it caused gas formation and gan- 
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grene. The vibrion septique, found in 28 per cent 
of cases, caused typical lesions and produced in vitro 
a very active toxin. This is a highly pathogenous 
and toxic organism. Atypical forms were found in 
11 per cent of the cases. 

The third organism, bacillus bellonensis (prob- 
ably identical with bacillus cedematiens) was found 
in 35 per cent of the cases and is often the only 
one isolated in the so-called “‘white erysipelas.” 
This is an anaerobic, straight, or slightly curved 
gram-positive bacillus bearing oval spores. It can 
be grown on glucose agar in which, in stab cultures, 
it produces a brown colony surrounded by a nimbus 
in twenty-four hours. The filtrates of broth cul- 
tures proved highly toxic. Bacillus bellonensis is 
difficult to detect in lesions and very pathogenic to 
rabbits and guinea pigs. 

In establishing serum therapy resort was had to 
the so-called ‘‘ protected guinea pig.’’ This was used 
also to identify the organisms quickly. A guinea 
pig inoculated with gangrenous tissue and antisera 
for the bacillus bellonensis, bacillus perfringens, and 
vibrion septique was protected in 96 per cent of 
cases. Sera were prepared in the usual way with 
small doses of the more toxic types until the animal 
(horse) became protected against larger doses. It 
was then possible to prepare an antitoxin of any 
desired strength. Live cultures of bacillus per- 
fringens could be used. 

With serum treatment 166 cures were obtained 
in 191 cases treated. In 136 of these the disease was 
fully developed when the treatment was’ begun. 
The mortality rate was therefore 13 }:er cent as 
compared with 75 per cent in untreated cases. It 
is essential that the serum be specific unless it is 
polyvalent. Prophylaxis has proved of great value 
in cases in which the disease is apt to develop. In 
such cases 7 per cent of those untreated developed 
gas gangrene while only 1 per cent of those treated 
contracted the disease. J. W. Ross. 


De Lavergne: The Diagnosis of Bacteriological 
Types of Gas Gangrene by Means of Specific 
Sera. Lancet, 1920, cxcix, 607. 


Gas gangrene was found associated with the 
presence of three micro-organisms, namely bacillus 
perfringens, vibrion septique, and bacillus _bel- 
lonensis, the latter probably identical with bacillus 
cedematiens. In many instances two of these 
organisms were found in the same lesion. 

In order to treat gas gangrene it is essential to 
establish a bacteriological diagnosis. The most 
common type of case proved to be that of mixed 
infection, with oedema and gas. A more severe 
form was the white erysipelas which is associated 
with cedema only, and found to be due to infection 
by bacillus bellonensis. As the clinical variations 
were inadequate for the diagnosis, immunological 
tests with “‘ protected” guinea pigs were made. The 
patient might thus be treated very early with large 
doses of the single serum indicated and the thera- 
peutic power then increased. 


Bacteriological tests were slow, growth was often 
scanty, especially with the vibrion septique and 
bacillus bellonensis, and the association of organ- 
isms necessitated subculturing and _ repetition. 
Bacillus perfringens was often present in normal 
wounds and it was necessary to ascertain its power. 

The principle of the ‘‘protected guinea pig” was 
sound and worthy of application. Five animals 
were used, including two controls, one of which 
received a dose of wound emulsion only, and the 
other a protective dose of antiserum for all three 
organisms. The three other animals received an 
injection of wound emulsion and a dose of antiserum 
for one of the three organisms, bacillus perfringens, 
vibrion septique, and bacillus bellonensis. 

A fragment of muscle from the limit of the seat 
of infection was first teased in about 10 ccm. of | 
saline. The solution was then filtered through 
cotton and equal amounts were placed in five test 
tubes. The respective antisera were added before 
the injections were made and the mixture heated at 
37 degrees centigrade for thirty minutes. 

The diagnosis is reasonably sure in twelve hours 
and in twenty-four hours is certain. The protective 
serum which confers immunity indicates the 
organism present and serotherapy may be instituted 
on the basis of the findings of even the first twelve 
hours. In 60 per cent of cases only two animals 
survived; one was protected by specific serum and 
one by all three sera. Again in 35 per cent three 
animals survived, one remaining in good health. The 
two others showed oedema and local reaction as they 
were protected against only one of the two or- 
ganisms present. These are cases of double infec- 
tion. In 4 per cent of cases all the animals died. 
Such cases are rare and due to other organisms, 
such as atypical vibrion septique, bacillus sporo- 
genes, or some other aberrant germ. J. W. Ross. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Macht, D. I., and Satani, Y.: A Study of the Anti- 
septic Action of Certain Local Anzsthctics. 
I. The Antiseptic Action of Local Anesthetics 
Against Staphylococcus Aureus and Bacillus 
Coli. J. Urol., 1920, iv, 347. 


The following drugs were studied: cocaine, novo- 
caine, stovaine, alypin, holocaine, alpha-eucaine, 
beta-eucaine, apothesine or the hydrochloride of di- 
ethyl-amino-propyl cinnamate, and benzyl alcohol. 
These drugs were dissolved in physiological saline 
solution in various concentrations and their anti- 
septic action was studied on the staphylococcus 
aureus and bacillus coli. Three methods were 
employed. 

In one series of experiments different amounts 
of a 1 per cent solution of the various drugs were 
introduced into 5 ccm. of bouillon medium so as 
to make concentrations of the anesthetics ranging 
from 0.04 to 0.4 per cent. A platinum loopful of 
a staphylococcus or colon culture was then quickly 
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introduced into the media thus prepared, and the 
test tubes were placed into the incubator for twenty- 
four hours. The growth of the organisms in the 
anesthetic bouillon mixtures was then observed. 

In a second series of experiments a loopful of 
staphylococcus or colon culture was introduced 
into solutions of the drugs varying in concentration 
from o.o1 to 5 per cent. These suspensions were 
then put into the incubator for different periods of 
time, ranging from ten minutes to twenty-four 
hours. After this they were rapidly centrifugalized, 
the fluid was poured off, and the organisms were 
washed with saline solution and separated again by 
a second centrifugalization. The bacteria were 
then taken up with a loop and cultured on agar 
media. After incubation for twenty-four hours 
the culture media were examined for growth. 

In a third set of experiments a number of local 
anesthetics were incorporated or mixed with agar 
media in proportions of 0.5 or 1 per cent and the 
media then inoculated with staphylococci and 
colon bacilli. An examination was made for growth 
at the end of twenty-four hours. As control experi- 
ments, the same kinds of organisms were cultured on 
plain agar media without the admixture of drugs. 

The first series of experiments of course revealed 
the antiseptic rather than the germicidal effect of 
the different drugs. In the second series. in which the 
organisms were exposed to the action of the various 
drugs for different periods of time and then washed, 
failure to grow on agar afterward pointed to a 
bactericidal or germicidal effect of the drugs. The 
third series of experiments was of interest only in 
corroborating the results obtained in the others. 

Cocaine and novocaine were found to be entirely 
devoid of antiseptic action. Alypin was shown to 
possess such properties but only in concentrations 
of 5 percent. Slight antiseptic properties were exhi- 
bited also by holocaine, stovaine, and the eucaines, 
but only after long incubation periods. The beta- 
eucaine was more antiseptic in its action than the 
alpha variety. 

Apothesine and benzyl alcohol exhibited a quite 
marked antiseptic action. Benzyl alcohol was most 
efficient without being in the least toxic in con- 
centrations of 3 to 4 per cent, and was the most 
antiseptic as well as the most germicidal of the local 
anesthetics studied. It was especially interesting 
to note that neither methyl alcohol nor ethyl alcohol, 
even in strengths of 5 per cent, exerted any anti- 
septic effect. M. H. Kaan. 


Swartz, E. O.: A Study of the Antiseptic Action of 
Certain Local Anesthetics. II. A Study of 
the Antiseptic Action of Benzyl Alcohol and 
Other Local Anesthetics Against the Gonococ- 
cus. J. Urol., 1920, iv, 355. 

Solutions of the following drugs were studied: 
alpha-eucaine, beta-eucaine, holocaine, alypin, 
apothesine, and benzyl alcohol. 

Cocaine and novocaine solutions were found to be 
without any antiseptic action as regards the colon 


bacillus and staphylococcus but were not tested 
against the gonococcus. 

Alpha-eucaine, an isomere of the beta-eucaine, 
inhibited the growth of the gonoccocus for the first 
twenty-four hours, but did not kill it. Only a few 
colonies survived in the 1 per cent solutions, but the 
0.5 per cent solution permitted a very luxuriant 
growth. Beta-eucaine solutions neither killed nor 
inhibited the growth of the gonococcus in this 
period of time in the dilutions commonly employed 
in clinical work. 

Alypin killed the gonococcus when used in 5 per 
cent solutions but a 2.5 per cent solution did not 
inhibit its growth. Alypin solutions have a reaction 
of pH 4.5 on the hydrogen-ion scale. The work of 
Davis and Swartz has shown that plain acid solu- 
tions, not of themselves germicidal, will kill the 
gonococcus in twenty minutes if of a hydrogen-ion 
concentration more acid than pH 4.5. The gonococ- 
cus, however, survived immersion in warm solutions 
of acids of a hydrogen-ion concentration of pH 4.5 
for twenty minutes. Hence, the germicidal action 
of alypin must be due to some factor other than the 
acidity of its solution. 

Holocaine hydrochlorate solutions have an acidity 
of pH 1.5, approximately that of tenth-normal acid, 
and its germicidal action is due probably to its 
acidity rather than to any specific action. Solutions 
of tenth-normal acid killed the gonococcus in a few 
minutes. 

Apothesine killed the gonococcus in five minutes 
in strengths of 1, 1.5, 2 per cent, and over. A few 
colonies survived in 0.5 per cent solutions, but did 
not appear for forty-eight hours. 

Benzyl alcohol in strengths of 3 and 2 per cent 
invariably killed the gonococcus in five minutes. 
In one experiment a few colonies survived immersion 
in a 1.5 per cent solution for five minutes. A 1 per 
cent solution did not kill the gonococcus in five 
minutes. 

Benzyl alcohol is neutral in reaction, having a 
hydrogen-ion concentration of pH 7.0. Its germi- 
cidal effect is therefore not dependent on its acidity. 

The antiseptic action of benzyl alcohol, together 
with its lack of toxicity, suggested its use as a 
gonococcocide in acute gonorrhoea. Work along this 
line is being carried on at present and will be re- 
ported later. M. H. Kaun. 


Stewart, G. N., and Rogoff, J. M.: The Action of 
Drugs on the Output of Epinephrin from the 
Adrenals. VI. Atropine; Pilocarpine. J. Phar- 
macol. & Ex per. Therap., 1920, xvi, 71. 


The rate of output of epinephrin from the adrenals 
in cats is only moderately increased by atropine. 
The augmentation caused by pilocarpine, if any, is 
small and not comparable to the large increase 
caused by strychnine or that due to nicotine. 

One of the authors’ experiments indicated that 
pilocarpine is capable of producing a moderate de- 
pletion of the epinephrin store in adrenal glands 
with intact nerve supply. SamueEL Kaun. 
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Oliver, J.: Early Changes Following the Injection 
of Tubercle Bacilli into the Metaphysis of the 
Long Bones of Animals. J. Exper. M., 1920, 
XXXil, 153. 


It has long been recognized that tuberculous in- 
fection of the long bones originates in, and is in 
great part confined to, the metaphysis and epiphy- 
sis. In this localization it differs markedly from the 
diffuse process which follows infection with pyogenic 
organisms. The conjectures made to account for 
this fact have been many. Lexer’s anatomical 
studies led him to believe that the embolic deposit of 
bacteria in the region of the metaphysis is favored 
by the course of the arteries, but Ely claimed that 
peculiarities in the structure of the bone marrow 
facilitate their growth. The experiments reported 
in this article by Oliver were carried out to deter- 
mine the correctness of the latter theory. No 
attempt was made to infect the bone in a manner 
analogous to spontaneous infection in man, as the 
author’s interest was concerned with the cellular 
reaction which followed the infection rather than the 
path of the infection. 

Rabbits were given 20 ccm. of a 1 per cent solu- 
tion of trypan blue intravenously, and two days 
later a trephine opening was made in the metaphysis 
of the tibia and one to two drops of a normal salt 
solution emulsion of bovine tubercle bacilli were 
injected into the marrow. Similar experiments were 
made with guinea pigs and tubercle bacilli of the 
human type. After intervals varying from three to 
nine days the animals were killed and portions of 
the bone were excised and fixed in 10 per cent 
formaldehyde. After fixation the sections made 
from the marrow which was removed from the bone 
and embedded in paraffin were appropriately stained. 

The earliest changes were observed three days 
after the operation. No lesion was seen in the 
gross specimen, but a slight change was observed in 
the sections on low magnification. With a higher 
magnification it was seen that a large number of 
the leucocytes showed evidences of nuclear de- 
generation, while the reticulo-endothelial cells con- 
tained two or more nuclei and instead of being 
stellate in shape as normally, were rounded and 
lay free in the sinuses of the marrow. Another 
finding in these cells was the presence of clear 
areas free from dye granules which were believed 
to be vacuoles. In sections stained for tubercle bacilli 
it was possible to demonstrate one or more acid- 
fast bacilli. In somewhat later stages of the infec- 
tion groups of from two to twenty vitally stained 
reticulo-endothelial cells were found. 

A few giant cells were seen in the sections. These 
had the typical morphology of the Langhans type, 
and dye granules and vacuoles were visible in their 
clear protoplasm. 

No attempt was made to follow the tuberculous 
process in its further development. In several 
animals which were allowed to live a month or 
until death, extensive tubercular lesions consisting 
of broad areas of caseation surrounded by granula- 


tion tissue were found in the diseased bones. In 
this granulation tissue were many reticulo-endothe- 
lial cells still showing dye granules. 

Though it explained the more frequent embolic 
deposit of bacteria in that region, the demonstration 
by Lexer of numerous anastomoses in the metaphy- 
ses of long bones did not explain the difference ob- 
served in the localization of a tuberculous process as 
contrasted with the diffuse lesion seen in pyogenic 
infections. 

The author’s experiments indicated that the ob- 
served difference was due to peculiarities in the 
structure of the infected tissue, the bone marrow. 
This tissue in the metaphyses of long bones, as 
contrasted with the fatty marrow of the diaphyses, 
is rich in the cells which are particularly concerned 
in the reaction to infection with tubercle bacilli. 

G. E. Bemsy. 


Jones, J. P.: Experimental Implantation of Foreign 
Tissue into the Lumen of Large Arteries. J. 
Am. M. Ass., 1920, lxxv, 737. 


Being interested in Herrick’s report regarding the 
implantation of musculofascial strips into the lumi- 
na of arteries which was not followed by clotting, 
Dozier, Propst, and the author, while on the sur- 
gical service of Evacuation Hospital No. 36, A. E. F., 
France, made experiments to test the accuracy of 
these findings. 

In one of their experiments, performed March 12, 
1919, a young female mongrel dog, weighing 11 kgm., 
was anesthetized with morphine and ether. The 
abdomen was then opened by a 7.5 cm. incision in 
the midline, the intestines were pushed to the side, 
the right common iliac artery was isolated, and its 
blood current was arrested by two small clamps 
placed about 2 cm. apart. A fine silk suture was 
passed through the center of the artery by means 
of a small cutting needle, and by traction on this 
suture a small cataract knife was drawn through 
so that a slit about 3 mm. long was made in each 
side of the artery. The knife was then with- 
drawn and by means of the same suture a strip of 
muscle and fascia from the rectus abdominis, one- 
half the diameter of the lumen of the artery, was 
drawn through the slits so that it projected about 
4mm. oneach side. A suture on each side was neces- 
sary to control slight bleeding proximal to the in- 
sert. The clamps were then removed and the pulse 
below was found to be of decidedly less volume than 
on the opposite side. The abdomen was closed in 
three layers. The animal made a rapid and un- 
eventful recovery from the operation. 

On June 2 the animal was anesthetized and the 
abdomen opened. The pulse was apparently of 
equal volume in each femoral artery. Except for 
some adhesions, the artery presented no external 
evidence of having been molested. One centimeter 
of the artery was resected. On being held to the 
light it presented a perfectly smooth and regular 
lumen with a band about one-fourth its diameter 
crossing its center from side to side. On examina- 
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tion this band was found to be smooth and glisten- 
ing, and apparently covered with endothelium. 
There were no clots adherent to it. 

Soon after making the necropsies the author was 
transferred to another hospital and the specimens 
were lost in moving. Therefore, no histologic exam- 
inations were made and the report is incomplete. 
Jones believes, however, that his results substan- 
tiated Herrick’s findings and justified the following 
conclusions: 

1. The insertion of foreign tissue into the lumen 
of an artery may not be followed by immediate 
absorption or the formation of a permanent clot. 

2. Vessel walls may besutured without intima-to- 
intima approximation. 

In a further work on this subject Jones hopes to 
show whether or not a temporary clot is usually 
formed and whether the insert is ultimately ab- 
sorbed. G. E. 


Tatum, A. L.: A Study of the Action of Cocaine on 
the Splanchnic and Cervical Sympathetic 
Neuromuscular Mechanisms. J. Pharmacol. & 
Ex per. Therap., 1920, xvi, 109. 

A more prolonged and powerful vasoconstriction is 
produced by the intravenous injection of epinephrin 
after the injection of a very small amount of cocaine. 
The same synergistic action occurs apparently in 
pupillary reactions to epinephrin following the ad- 
ministration of cocaine. 

Kuroda, in making a study of the effect of cocaine 
on various tissues innervated by the sympathetic 
system, the blood vessels, uterus, intestine, and 
urinary bladder, came to the conclusion that cocaine 
has no effect on such structures comparable to 
the effect of epinephrin, and that whatever action 
does occur is due to the direct action of the drug 
upon smooth muscle fibers which it first weakly 
stimulates and later paralyzes. He failed to find 
any other adequate explanation of the effects of co- 
caine on the iris than that they are due direct muscle 
action. 

Tatum reports experiments done to ascertain 
whether the augmentation of sympathetic activity 
is a condition of increased neuromuscular irritability 
responding more powerfully to other types of stimuli 
or whether it is limited to epinephrin as an exciting 
agent. To obtain constancy of the stimulation 
energy the induction current was used. 

After isolation of one splanchnic nerve in the dog 
under ether anesthesia, blood-pressure tracings were 
taken with minimal effective currents. After cocaine 
injections into the femoral vein the same stimulus 
produced a remarkably augmented blood-pressure 
response. Both the height of the pressure and the 
duration of the response were greatly increased. 

It is seen from the tracings that an increased 
response occurred also in animals on which decere- 
bration, double vagotomy, transection of the cord, 
and double adrenalectomy had been done. 

From such a series of experiments the conclusion 
seems warranted that in this particular part of the 


sympathetic nervous system the administration of 
cocaine increases the effects of electrical stimulation 
of the splanchnic nerve. 

In the dog it was found that cocaine actually 
increases the amount of response of the peripheral 
vasoconstrictor mechanism in the nasal chambers. 
It was discovered also that such small quantities as 
0.2 mgm. of cocaine in 1 ccm. of salt solution in- 
jected into the femoral vein of a dog weighing 
between 12 and 15 kgm. produced a very marked 
nasal vasoconstriction. This, however, was of short 
duration and often followed by a dilatation greater 
than that noted before the drug was given. After a 
relatively short period the volume returned to 
normal. 

In two widely separated and unrelated systems 
of sympathetic nerves evidence was presented that 
cocaine renders the peripheral vasoconstrictor 
mechanism more irritable, as measured by the 
amount of constriction produced by a short period 
of a nearly minimal electrical stimulation. 

Thus it is evident that cocaine increases the 
responsivity of the peripheral neuromuscular mech- 
anism to an adequate stimulus and that the so- 
called synergism between epinephrin and cocaine 
as regards vascular constriction is not limited to 
the two drugs but that cocaine so affects the 
peripheral mechanism that such excitants as 
epinephrin and electrical stimulation produce 
responses in excess of either alone without cocaine. 

M. H. Kann. 


ROENTGENOLOGY AND RADIUM THERAPY 


Stromeyer, K.: The Treatment of Surgical Tuber- 
culosis with the X-Ray (Ueber die Behandlung 
der chirurgischen Tuberkulose mit Roentgenstrah- 
len). Deutsche med. Wehnschr., 1920, xlvi, 514. 


The author discusses the results of X-ray therapy 
in 119 carefully selected cases in some of which the 
treatment has been completed and in others is still 
being continued. Permanent cure was proved by 
careful re-examinations which, as a rule, were made 
about thirty-one and six-tenths months after the 
patient was discharged. The object of the treat- 
ment is to cause the absorption of the tuberculous 
tissue gradually so that the connective-tissue forma 
tion can keep pace with it and abscess formation 
will be prevented. The results consist of a decrease 
in the signs of inflammation, the disappearance of 
granulation tissue from bone foci, ankylosis, and the 
depositing of lime salts. 

The author emphasizes the importance also of 
general treatment, i.e., fresh air and sunshine, 
exact orthopedic measures such as fixation of joints 
by means of splints, the application of a plaster cast 
in cases of spondylitis, and extension in cases of 
involvement of the lower extremities (the latter is 
imperative in cases of recent tuberculosis of the hip 
and knee). The details of the technique used in the 
various forms of tuberculosis and the results are 
summarized in six tables. 
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The effect of X-ray therapy in tuberculosis of the 
glands of the neck is excellent. Of 14 cases of tuber- 
culosis of the hip, 13 were cured, and in 9g cases of 
knee-joint involvement a cure resulted in 6. Favor- 
able results were obtained also in involvement of 
other joints and in tuberculosis of bone, the peri- 
toneum, and the soft parts. In involvement of the 
joints of the foot, however, a cure was obtained in 
only 50 per cent of the cases. 

While in tuberculosis of the knee joint, X-ray 
therapy must be continued for about fourteen and 
seven-tenths months, it is usually effective in a much 
shorter time. A further advantage is that healing 
occurs with good function. The best results are 
obtained in young patients, but the method should 
be tried also in the treatment of older persons. The 
author recommends prophylactic radiation after 
operation when there is a possibility that recurrence 
may develop. Krauss (Z). 


MILITARY SURGERY 


Wiesner, A.: Frost-Bite During the War and Its 
Treatment (Erfrierungen im Kriege und ihre 
Behandlung) Casop. lék. Eesk., 1920, lix, 348. 


This article is a résumé of the German literature 
on frost-bite and a report of cases treated at a hospi- 
tal in a suburb of Prague during the war. In the 
spring of 1915 there were 282 cases of first and second 
degree frost-bite (involving the feet in 260, the 
hands in 4, and other parts of the body in 18) and 
ror cases of third degree frost-bite (involving the 
feet in 93, the hands in 2, and other parts of the 
body in 6). 

During the winter of 1915-16 there were 95 cases 
of the first and second degree (involving the feet 
in 77, the hands in 3, and other parts of the body in 
15) and 33 cases of the third degree (involving the 
feet in 31, the hands in 1, and the ear in 1). 

In frost-bite of the first degree lukewarm baths 
and painting with tincture of iodine proved to be 
the most effective measures. In cases of the second 
degree the treatment consisted of painting with 
iodine, the opening of blebs, the application of 
boracic ointment to superficial ulcerations, and, 
after healing, lukewarm baths. Frost-bite of the 
third degree was treated most conservatively. It 
was impossible to try the method recommended by 


Noesske, i.e., incisions to re-establish the circula- 
tion, as the condition was too far advanced when 
the patients arrived. 

As a rule when the foot was involved only a few 
toes were lost. Amputation of the foot and amputa- 
tion of the leg were necessary in only 1 case each. 

Kinpt (Z). 


LEGAL MEDICINE 


Classification for Taxation of Physicians According 
to Length of Practice is Discriminatory and 
Invalid. Davies vs. City of Hot Springs (Ark.), 217 
S.W.R., p. 769. 


The State of Arkansas enacted a law to permit 
cities in that state, by proper ordinance, to require 
any person, firm, or corporation engaging in, carry- 
ing on, or following any trade, business, profession, 
vocation, or calling, to procure a license and pay a 
fee to be fixed. The City of Hot Springs enacted an 
ordinance which provided that for professional men 
(lawyers, physicians, etc.) the tax should be $25 
for all those in practice less than ten years and $50 
for all those who have practiced ten years or longer. 
Inasmuch as this portion of the ordinance was 
repugnant to the law itself, the court held that the 
city ordinance was invalid as to the $50 license for 
those in practice ten years and over. 

Joun A. CASTAGNINO. 


Sufficient Evidence of Surgeon’s Exceeding Au- 
thority. Wells vs. Van Nort (Ohio), 125, N. E. R., 

The purport of the testimony in this case was to 
the effect that prior to the operation the patient was 
in good health, but suffered an attack which was 
diagnosed by her physician as appendicitis; that 
the physician had asserted that the incision would 
be large enough merely for the insertion of two fin- 
gers; that the operation to which the patient con- 
sented was an operation for appendicitis; that no 
other operation was talked about or intended; and 
that while the patient was under an anesthetic 
during the course of the operation the surgeon 
removed both of the fallopian tubes which he 
claimed to have found in a diseased condition. The 
case was ordered to be submitted to a jury. 

Joun A. CASTAGNINO. 
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UTERUS 


Stacy, L.: Radium Treatment in 600 Cases of 
Menorrhagia. Am. J. Rocntgenol., 1920, n.s. vii, 
379- 

The author reviews 600 cases of menorrhagia, 
with or without fibroids, which were treated with 
radium at the Mayo Clinic from July, 1915, to Jan- 
uary, 1920. 

Answers to questionnaires were received from 438 
patients. Sixty-nine of these were married women 
under 35 years of age. Normal full-term pregnancies 
occurred in 3 cases. Full-term dead foetuses were 
delivered in 2 instances, and miscarriages occurred 
in 3. One woman was pregnant six months at the 
time of reporting, and another was thought to be 
pregnant. The average dose of radium given to 
these 9 patients was 250 mg. hours, 2 tubes of 25 
mg., or 25 mc., each tandem for five hours. 

In 89 patients under 35 who were heard from, the 
menorrhagia was controlled by one treatment, an 
average of 293 mg. hours in 55.6 per cent. A second 
treatment was given 18 per cent of the patients, a 
hysterectomy was performed later on 6, and 
menstruation frequently ceased following 300 mg. 
hours of radium in 6. 

Abdominal myomectomy is considered preferable 
to the use of radium in the treatment of women 
under 35 who have a definitely palpable fibroid as 
the operation interferes less with the function of the 
ovaries and uterus. General tonics, endocrine 
therapy, curettement, and even hysterotomy should 
be tried in the indicated cases in young women before 
large doses of radium are used. 

Radium therapy is the ideal treatment for 
menorrhagia if the patients are more than 35 
years of age and have a fibrous type of uterus or 
small fibroids. In the Clinic tumors larger than a 
four months’ pregnancy are still considered sur- 
gical cases unless there is a definite contra-indication 
to operation. 

In the 263 patients heard from who were more 
than 4o years of age menstruation ceased in 185 
(70.35 per cent). It became regular and normal in 
11.17 per cent. Subsequent hysterectomy was done 
in 15 cases. 

If the history is suggestive of carcinoma of the 
fundus an abdominal hysterectomy is the safer 
procedure, even if a diagnostic curettement fails to 
reveal the presence of malignancy. 


Martindale, L.: Intensive X-Ray Therapy Versus 
Hysterectomy for Fibromyomata of the Uterus. 
Am. J. M. Sc., 1920, n.s. vii, 97. 


This study is based on 93 cases, 51 of which were 
operated upon, 37 treated by intensive roentgen 


therapy, and 5 treated by hysterectomy after the 
roentgen treatment. In 39 per cent of these cases, 
therefore, the author chose roentgen therapy, but in 
examining the cases in which he performed hysterec- 
tomy he found that no fewer than 6 out of the 47 
could have been treated by roentgen rays just as 
satisfactorily. Accordingly it is probable that 
roentgen therapy would give satisfactory results 
in 46 per cent. 

The technique employed was that advocated by 
Kroenig and Gauss of Freiburg, modified slightly 
since January, 1919, by the use of the Coolidge tube. 
Crossfire was employed from twenty to twenty-two 
ports of entry, eighteen anterior and from two to 
four posterior. A 3 mm. aluminum filter was used 
and in addition four sheets of stout photographic 
paper in a linen bag to absorb the secondary rays 
produced in the filter. The anode-skin distance was 
18 cm. Seven minutes’ treatment was given with a 
well-working tube (10 Wehnelt) for each area, eight 
minutes if lower than 6 milliamperes (for Mueller 
rapid tube), and three minutes with a Coolidge with 
hardness 8 and 4 milliamperes. It took from three 
to four hours to ray from twenty to twenty-two 
fields or from two to three hours with a Coolidge, 
but this was done on two consecutive days. The 
treatment was repeated after an interval varying 
from seventeen to twenty-one days, and irrespective 
of the menstrual period. On an average, seven 
treatments were given. The dosage was measured 
by the use of Kienboeck’s strips. The average total 
dosage given each patient was 2,971 X units. 

Cases regarded more suitable for roentgen therapy 
than operation were those in which the size of the 
tumor did not exceed that of a six months’ preg- 
nancy, the fibroid was interstitial, and menorrhagia 
was the prominent symptom. In cases in which the 
fibroid or fibroids were definitely pedunculated, 
submucous fibroids or a malignant condition were 
suspected, or the tumor exceeded the size of a six 
months’ pregnancy a hysterectomy was done. 
When the patient was suffering from a serious form 
of heart disease in addition to a profound anemia, 
the result of profuse menorrhagia, roentgen-ray 
therapy was chosen even if the uterus exceeded the 
size of a six months’ pregnancy. Toa certain extent 
also the patient’s profession had a bearing on the 
choice. Roentgen therapy need not interfere with 
the patient’s regular work and produces a meno- 
pause with fewer symptoms than a normal cli- 
macteric. The relative expense incurred is another 
factor which may influence the choice. 

In the large majority of cases treated with the 
roentgen ray there were no unpleasant effects. In 
only 5 instances was there any roentgen jammer, 
and in 3 of these this did not come on until the later 
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treatments. In the remaining 2 it occurred after 
the first treatment. As a rule the patients con- 
tinued to feel better, but probably this was due 
primarily to the disappearance of the anemia. Ina 
good many of the cases systematic blood counts 
were taken. Three and one-half hours after treat- 
ment there was a marked leucopenia but this 
gradually lessened until at the end of forty-two 
hours the count was within 2,000 of the normal. The 
later results, as far as could be ascertained, were 
equally satisfactory. 

The author draws the following conclusions: 

As long as the diagnosis necessarily remains faulty 
there is danger in using intensive roentgen-ray 
therapy for any but cases which it is fairly certain 
are straightforward uncomplicated cases in which 
the uterus is under the size of a six months’ preg- 
nancy, the fibroids are interstitial rather than sub- 
peritoneal, and the chief and only symptom is exces- 
sive menorrhagia. In such cases roentgen therapy 
is the treatment of choice. It is to be preferred also 
in cases of grave heart disease, in which it causes a 
marked improvement in the general health. When- 
ever the diagnosis is at all doubtful an exploratory 
laparotomy followed by hysterectomy, when neces- 
sary, is indicated. 

Roentgen-ray treatment may be looked upon as 
the best treatment for all small uterine fibroid 
tumors associated with hemorrhage. It improves 
the patient’s health without interfering with her 
usual mode of life. It causes a marked reduction 
in the size of the tumor and therefore does away 
with pressure symptoms. It eliminates the nervous 
shock of an abdominal operation and the incon- 
veniences of an anesthetic, and brings about a 
climacteric involving less disturbance than even 
the natural menopause. Most important of all, it is 
a treatment eminently successful in suitable cases— 
according to Gauss, in 99 per cent of cases, and 
according te the results here reported, in 97.4 per cent 
of cases—and it is free from mortality. 

Short histories of all the cases treated with the 
roentgen ray are appended. ApotpH HaArtunNG. 


Mayer, A.: The Results of the Freund-Wertheim 
Operation for Carcinoma (Was leistet die 
Freund-Wertheim Carcinomoperation?). Zentralbl. 
f. Gynaek., 1920, xliv, 617. 


This article is a report of the results obtained with 
the Freund-Wertheim operation in the Tuebingen 
Clinic in the fifteen years from Jan. 1, 1902. to Jan. 
31, 1916. In this period of time 893 cases of carcino- 
ma of the uterus were observed. Of these, 725 
(81.2 per cent) were cases of carcinoma of the cervix, 
and 168 (18.8 per cent) cases of carcinoma of the 
fundus. 

Of the 725 cases of carcinoma of the cervix 251 
(34.7 per cent) were inoperable, and 474 (65.3 per 
cent) operable. In 457 cases operated upon there 
were 93 operative deaths (20.3 per cent), 50 deaths 
due to peritonitis, 12 due to pyelitis, 7 due to 
pneumonia, 1o due to embolism, and 14 due to 


anemia and cachexia. There were 364 primary cures 
(79.7 per cent). 

Of the 545 cases of carcinoma of the cervix ob- 
served between Jan. 1, 1902, and Jan. 31, 1912, 192 
were inoperable and 353 operable. In 345 cases 
operated upon there were 68 operative deaths and 
275 operative cures. Of the 275 patients who were 
cured by the operation 3 disappeared and 165 had a 
recurrence or died of some unknown cause and are 
believed by Winter to have had recurrences within 
five years. One hundred and seven remained free 
from recurrence for at least five years. These figures 
show that of the 272 women who were discharged as 
cured after the operation 107 remained free from 
recurrence at least five years later (39.3 per cent of 
permanent cures), and of 532 women whose subse- 
quent condition is known, 107 remained free from 
recurrence longer than five years (20.1 per cent of 
absolute cures). 

Of the 168 cases of carcinoma of the fundus, 38 
(22.6 percent) were inoperable and 130 (77.4 per 
cent) operable. In 125 cases operated upon there 
were 12 operative deaths (9.6 per cent) and 113 
operative cures. 

Of the 132 cases observed in the period from Jan. 1, 
1902, to Jan. 31, 1912, 106 were operable. In 102 
cases operated upon there were 8 operative deaths 
and 94 operative cures. Four of these patients dis- 
appeared. Thirty-four died of recurrence or of some 
unknown cause within five years and 56 remained 
well longer than five years. According to Winter’s 
interpretation of these figures it appears that of 90 
women discharged as cured after operation 56 re- 
mained free from recurrence longer than five years 
(62.2 per cent of permanent cures), and of 124. 
women whose subsequent condition is known 56 
remained well longer than five years (45.2 per cent 
of absolute cures). Rermnuarnt (Z). 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Rubin, I. C.: The Nor-Operative Determination of 
the Patency of the Fallopian Tubes by Means 
ef Intra-Uterine Inflation with Oxygen and 
the Production of an Artificial Pneumoperito- 
neum (Continued). J. Am. M. Ass., 1920, Ixxv, 
661. 


The determination of the patency of the fallopian 
tubes has been possible hitherto only after laparot- 
omy. Accurate knowledge regarding the anatomical 
patency of the tubes is important in the formulation 
of the prognosis and therapy of female sterility. A 
method whereby tubal patency may be demonstrated 
without surgical means is therefore eminently 
desirable. Such a method has been found in the 
combination of intra-uterine oxygen inflation, 
fluoroscopy, and roentgenography. The artificial 
pneumoperitoneum establishes the patency of the 
fallopian tubes definitely. 

Observations are drawn from 70 cases. The pain 
of the procedure is no greater than that associated 
with the introduction of a uterine sound. The 
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passing of oxygen into the peritoneal cavity is pain- 
less. There is some sense of pressure ahout the 
diaphragm and a slight sticking sensation in one or 
both shoulders. When between too and 200 ccm. 
are injected, the symptoms are very slight and do 
not interfere with the patient’s daily routine. There 
are no pelvic symptoms after the gas inflation. In 
no case was there evidence of peritoneal irritation or 
peritoneal infection. 

Artificial pneumoperitoneum gives conclusive 
evidence regarding the patency of at least one tube. 
A negative result is not enough to establish non- 
patency. The test should be repeated once or twice, 
more oxygen being used. 

The technique of the test is very simple. The 
instruments necessary are: (1) a metal cannula of 
the Keyes-Ultzman type with several small aper- 
tures at the tip; (2) a tenaculum; (3) a uterine 
sound; (4) a dressing forceps; (5) a bivalve vaginal 
speculum; and (6) an oxygen tank connected with a 
water bottle containing sterile water or a weak 
antiseptic solution. The stopper of the water bottle 
has three openings through which three glass tubes 
are passed. One of these tubes extends below the 
level of the solution and is attached to the oxygen 
tank. The other two do not extend down to the 
solution level. One is attached to a mercury 
manometer and the other is connected with the 
cannula to be inserted in the uterine canal. The 
rate of flow of the oxygen is so managed that not 
more than 300 distinct bubbles rise in the solution 
in the water bottle per minute. The actual amount 
of oxygen flowing per minute is determined by dis- 
placing water from one bottle to another. 

The cervix is located with the speculum and 
steadied with the tenaculum. Mucus is removed 
from the cervical canal and the cervix is painted 
with iodine. The cannula is then inserted beyond 
the internal os. A rubber urethral tip strung on the 
cannula is then inserted into the external os to close 
it more tightly if it is patent. 

When the fallopian tubes are patent the pressure, 
as noted in the manometer, first rises for from one- 
half to three-quarters of a minute, then fluctuates 
for a few seconds, and then drops from 10 to 30 
points. 

When the tubes are not patent the pressure rises 

and then drops sharply as the oxygen regurgitates 
through the external os. 
_ In cases of patent tubes the gas is allowed to flow 
for from one-half to one minute from the time the 
pressure drops in the manometer. From the time 
of the beginning of the flow of the gas the cannula 
is never withdrawn under one minute and a half. 
The average pressure of gas is between 60 and 80 
mm. Occasionally, however, it rises to 100 mm. 
before oxygen passes the uterine ostium. 

When the pressure reaches 150 it is probable that 
the lumen is closed completely or stenosed. A 
pressure of 200 mm. indicates with great certainty 
that the tubes are closed. If the pressure reaches 
200, the needle valve is opened to keep it from 


rising higher. Fluoroscopy should always be used to 
check up in the examinations when partial stenosis 
is present. 

When the tubes are patent the oxygen is seen in 
the fluoroscopic picture as a clear space below the 
diaphragm on one or both sides. The diaphragm 
appears as a transverse septum above the dark 
liver shadow on the right side and over the pale 
stomach margin on the left side. The entire exam- 
ination is completed in five minutes. The best 
time for the examination is ten days following a 
menstrual period. Just before or after menstrua- 
tion a little bloody oozing may follow the with- 
drawal of the cannula. 

Contra-indications to the use of the method are 
the presence of acute or subacute pelvic infection 
and purulent disease of the cervix, vagina, Bartho 
lin’s glands, or urethra. R. T. LAVAKE. 


Richardson, E. H.: Ovarian Function Following 
Hysterectomy. South. M.J., 1920, xiii, 595. 


The author states that he is emphatically opposed 
to the teaching that ovarian function is destroyed 
in toto by the surgical removal of the uterus. He 
believes that such teaching is dangerous and without 
scientific justification. He condemns the removal of 
one or both ovaries at any age simply because 
hysterectomy is necessary. 

Clinical studies both of cases of total ablation 
and cases in which the ovaries were retained have 
been on the whole unsatisfactory and have led to 
conflict of opinion regarding the value of the conserved 
ovary. This is due to the fact that such studies 
have not been undertaken with proper regard for all 
of the various factors which in reality determine the 
fate of retained ovaries. Without a knowledge of 
these it is impossible to estimate clinically with any 
degree of accuracy the extent to which hysterectomy 
has disturbed the ovarian function. 

Studies should be based on: (1) a knowledge of 
the patient’s condition prior to hysterectomy, both 
in the psychic domain and in that of the autonomic 
nervous system; (2) a grouping of the cases accord- 
ing to age both at the time of operation and at the 
time of subsequent observation; (3) a further group- 
ing of the cases according to the pathology for 
which the operation was performed and a careful 
descriptive note on the condition of the retained 
ovary; and (4) a record of the operative technique 
sufficiently detailed to permit accurate deter- 
mination of whether or not proper measures were 
employed to safeguard subsequent ovarian circu- 
lation. 

As far as they go, available clinical data are over- 
whelmingly favorable to ovarian retention, but more 
scientific observations along the lines suggested is 
necessary. 

Richardson believes that while the influence of 
the uterus upon the ovaries is not of any great im- 
portance, the interrelationship of the endocrine 
system must not be lost sight of. This extra-genital 
function of the ovary is most important. 
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The normal growth and development of the 
genital tract, together with that of the whole group 
of secondary sex characteristics occurring at puberty, 
is known to depend largely upon trophic influences 
of the ovary. It is known also that ovarian influence 
controls the development of the mammary glands 
and is responsible for the cyclic changes which they 
manifest. Furthermore, abundant evidence, both 
experimental and clinical, is available to establish 
incontrovertibly the intimate and vital connection 
of the ovaries with other units of the endocrine 
system. Particularly is this true of the pituitary, 
the thyroid, and the adrenal glands. 

EvuGENE Cary. 


Himwich, H. E.: Rhabdomyoma of the Ovary. 
J.Cancer Research, 1920, v, 227. 


As tumors of striated muscle are rare, a new and 
characteristic case is worthy of record. The rhab- 
domyoma described by Himwich is of special interest 
because of the peculiar forms assumed by the myo- 
genic cells and the wide variations in the structure 
of the tumor. 

The patient was a child 114 years of age who had 
a mass in the abdomen reaching half way to the 
umbilicus. In size and shape this mass resembled 
a kidney with the long diameter horizontal. It was 
freely movable. There were no subjective symp- 
toms. Early in February, 1919, the child began to 
vomit to such an extent that the mother consented 
to an operation. At that time the mass appeared to 
fill the abdomen up to the umbilicus and a yellow- 
ish discoloration of the skin appeared in the region 
of the umbilicus. 

The operation, performed February 9, 1919, dis- 
closed a well-encapsulated tumor which arose appar- 
ently from the region of the left ovary and filled the 
pelvis. A narrow upper portion lay under the lower 
surface of the liver. The capsule was attached to 
the anterior abdominal wall posterior to the umbili- 
cus. The entire new growth was removed. During 
its removal, however, the capsule was broken and 
some of the myxomatous tissue fell into the abdom- 
inal cavity. The child died of abdominal recurrence 
May 31, 1910. 

The tumor was covered by a thin movable cap- 
sule and consisted of two parts, a lower, hard, spheri- 
cal mass, 11 cm. in diameter, and an upper myxoma- 
tous portion, 4 cm. in diameter. It weighed 26 oz. 
The surface was smooth and presented various 
rounded protuberances. On section of the larger 
portion the capsule was seen to run inward from the 
surface in thin strands. The tumor was made up of 
rounded masses varying in diameter from 3 cm. to 
a few millimeters, a fact which suggested that it 
grew by the formation of new parts as well as by 
the increase in size of the older porticns. On sec- 
tion the myxomatous division was found to contain 
a cavity. 

Of the histologic features the most striking were 
the giant cells. Most of these had an acidophile 
cytoplasm containing concentric striae which were 


most predominant at the periphery. The perinu- 
clear cytoplasm was granular. The nucleus or 
nuclei were round or broadly oval. Some of them 
contained from 1 to 3 nucleoli. In other cells one or 
more centrosomes gave evidence of active mitosis. 

Certain areas in the tumor were composed of long 
cells with the characteristics of muscle fibers. The 
nuclei were oval and usually situated in the median 
axis. The peripheral cytoplasm was fibrillated but 
only rarely were any cross striations made out. 
Some of the fibers were branched. 

In several areas star-shaped cells with nuclei the 
size of those seen in the muscle fibers and fibrils 
extending radially from them could be seen separ- 
ating the muscle fibers. In other areas the tumor had 
a distinctly myxomatous appearance. 

In summarizing the case Himwich states that 
three elements arose from one tissue by: (1) more or 
less normal histogenesis, (2) anaplastic develop- 
ment, and (3) degenerative changes. Although only 
one tissue, cardial muscle, was present, the tumor 
was of teratomatous origin. In the author’s 
opinion many simple tumors of the ovary and 
tumors of the head, neck, thorax, genito-urinary 
tract, and posterior pelvic regions are of teratoma- 
tous origin. In this group he includes the great 
majority of the heterologous neoplasms and some 
of the homologous neoplasms. 

Teratoma is a twin inclusion. As in the tumor 
described a group of cells which appear only in 
rhabdomyoma of the heart was found, the author 
concludes that the growth was a rhabdomyoma of 
the heart of twin inclusion. Fibrils were produced 
in such overabundance that they lost connection 
with their nuclei and seemed to be multiplying in- 
dependently. Myxoma was secondary to rhabdo- 
myoma. G. E. 


EXTERNAL GENITALIA 


Stein, A.: Syphiloma Vulvz. 
Obst., 1920, Xxxi, 227. 


Stein makes a very valuable contribution to our 
knowledge of a tertiary luetic lesion of the vulva 
and urges the substitution of ‘“syphiloma vulve”’ 
for “lupus vulve”’ and other misleading terms. 

Syphiloma vulvz usually occurs many years after 
the primary lesion and is apt to supervene in the 
absence of all other specific signs after a long interval 
of apparent good health. Thus many errors in diag- 
nosis have been made. The author calls attention 
to the statement of Hyde that women, far more 
frequently than men, are the bearers of isolated 
syphilitic lesions. 

Syphiloma vulvz is a slowly progressive indurated 
tumor causing no pain and giving rise to no incon- 
venience except that due to its size. The skin has a 
peculiar dry hardness without cedema. It is pinkish 
or red in color and one writer has noted that it feels 
as if it were lined with parchment. The swollen 
and indurated areas of the vulva become the seat 
of deep ulcerations which show no predilection as to 
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location. When well developed, the lesion involves 
the labia majora on both sides more or less sym- 
metrically, in shape resembling a horse collar. As a 
rule the labia majora and the clitoris are also at- 
tacked by the hypertrophic and ulcerative process. 
The vestibule region is thickened or deeply ulcer- 
ated and interspersed with irregular nodules. In 
some cases fungosities are present. The luetic 
process may extend to the anal region and well 
within the vagina. 

A local lesion not unlike the syphilitic lesion 
described is formed by tuberculosis and malignant 
changes. If the tubercle bacillus is found, the disease 
is lupus and not in any way related to syphiloma 
vulve. Primary malignant disease of the vulva is 
rare and of more rapid growth than the luetic lesion. 
Microscopic examination of the tissues may be 
necessary definitely to determine the presence of 
malignant disease. The statement made in recent 
publications that syphiloma vulvz is of obscure ori- 
gin and does not respond to treatment for syphilis 
is challenged by Stein who claims that syphilis is 
always the cause of this condition and the lesion 
responds to specific treatment combined with opera- 
tive removal even when the characteristic signs of 
syphilis are not demonstrable 

Histologically a syphiloma consists of a collection 
of round cells closely resembling those of inflamma- 
tory neoplasms with a scanty blood supply. While 
in their early stages, syphilomata may resemble 
condylomata, those attaining a large size have a 
more variegated structure, containing plasma, epithe- 
lioid and round cells of the lymphocyte type with 
extensive caseation. The changes may then be con- 
fused with those due to tuberculosis but may be 
differentiated if the following facts are borne in 
mind: 

1. In the syphiloma epithelioid cells are usually 
less numerous than the granulation cells and the 
plasma cells. 

2. Fibroblasts and fibrillar connective tissue are apt 
to be conspicuously represented in the syphiloma 
but in tubercles they are demonstrable only excep- 
tionally. 

3. Caseation is more extensive in the syphiloma. 

Clinically the disease is characterized chiefly by 
absence of pain, non-interference with the general 
health, and disproportion between the local changes 
and resulting disturbances. There is little tenderness 
on pressure and the usual signs of congestion are 
absent. 

The treatment is both surgical and medical. The 
surgical care calls for the excision of all tumors and 
excrescences and the destructive cauterization of 
ulcerating areas. Intravenous injections of salvarsan 
are also essential. 

The prognosis is as favorable as that of gummat- 
ous tertiary lesions elsewhere. 

The author concludes that in view of the long- 
standing character of the specific infection in the 
majority of cases a positive Wassermann test is not 
essential. W. H. Cary. 


MISCELLANEOUS 


Wintz, H.: A Critical Review of X-Ray Treatment 
in 1919 (Die Strahlentherapie im Jahre 1919, ein 
kritischer Bericht). Monatsschr. f. Geburtsh. u. 
Gynack., 1920, li, 331, 415. 

The X-ray treatment of cancer of the female 
genital organs has made great advances and has 
been found to be of great value. In the treatment 
of cancer of the cervix the use of radium with the 
X-ray is necessary to effect a cure. 

The author reviews the literature to show the 
methods of various roentgenologists and _ their 
results. In addition to endeavors to destroy cancer 
cells by the X-ray, attempts have been made also 
to increase the local and general resistance of the 
tissues. To improve the general resistance of the 
body Wernekros advocates blood transfusion in 
addition to the X-ray treatment in the cases of 
anemic patients. To increase the local resistance 
Teilhaber has proposed the use of diathermy to 
produce an inflammatory reaction in the pelvic 
connective tissue. He believes that as a result of 
such treatment the round-cell infiltration will aid 
in preventing the recurrence of the carcinomatous 
tissue. 

After mentioning a few cases in which successful 
results were obtained with the X-ray in the treat- 
ment of sarcoma, Wintz discusses the treatment of 
myomata and metrorrhagia. Fuchs holds that the 
X-ray affects the tumor growth indirectly by its 
influence on the ovarian tissue rather than directly. 
The research of Seitz and Wintz has revealed the 
following facts: 

1. The X-ray is more effective when used shortly 
after menstruation than when used before men- 
struation. This fact may be explained by the hy- 
pothesis that after menstruation either a ripe follicle 
ora young corpus luteum is acted upon, while after 
ae _— the ovarian hormone is circulating in the 

ood. 

2. Interruption or division of the dosage delays 
the effect. 

3. In early pregnancy X-ray treatment may 
injure the embryo. 

Because of the resultant severe injury to the 
bowels and bladder, Weibel discontinued the pro- 
phylactic use of the X-ray following operation after 
he had employed it in 260 cases. 

In conclusion the author reviews the recent 
literature regarding the dangers of X-ray burns and 
gas poisoning in X-ray rooms, points out the dif- 
ficulty in determining the proper dosage for deeply 
seated organs, and discusses the advantages and 
disadvantages of the various X-ray tubes in common 
use. SIEVERS (Z). 


Dorland, W. A. N.: The Treatment of Gonorrhea 
in Women by the Methylene-Blue Process. 
Illinois M. J., 1920, xxxviii, 114. 

_ In the author’s opinion gonorrhcea in women 

is readily curable in the great majority of cases, and 
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if all parts of the genital mucosa were more readily 
accessible, the infection of these surfaces could be 
cured in from twenty-four to seventy-two hours. 

Notwithstanding the statements of text-books, 
Dorland believes that gonorrhoeal urethritis in 
women is a rare condition clinically. In about 
20,000 women examined gonorrhceal involvement of 
the urethra was noted in only a comparatively few. 

In the treatment of gonorrhoea in women numer- 
ous agents have been used, but most of them have 
soon been found ineffectual. Those which have 
stood the test best are the salts of mercury, picric 
acid, various forms of silver, tincture of iodine, 
carbolic acid, and lysol. 

Two microbicides of the coal-tar group of deriva- 
tives which are not so generally known to the pro- 
fession but are worthy of special attention, are 
methylene blue and acriflavine. During the past 
fifteen years the author has used methylene blue 
locally in the treatment of a very large number of 
cases of gonorrhcea. The results have been astonish- 
ing and most gratifying. His technique is as follows: 

After thorough cleansing of the affected parts— 
the vagina; the cervical canal, and the urethra— 
with plain sterile water or warm normal salt solution, 
the surfaces are well dried. A cotton-wrapped alum- 
inum probe, or a small pledget of cotton held in the 
grasp of a uterine dressing forceps and saturated 
with the 1 per cent aqueous methylene-blue solu- 
tion is then carried to the internal os uteri. If this 
is closed, as is usually the case, the application is 
stopped at this point, but if it is patulous the in- 
strument is carried to the uterine fundus. 

The dye having been rubbed in thoroughly, the 
instrument is withdrawn. A larger loose pledget of 
cotton held in the grasp of the dressing forceps is 
then saturated with the solution and the entire 
external surface of the cervix and the vaginal mucosa 
are bathed profusely in the blue down to the ostium 
vagine. The excess of the solution is squeezed out 
by pressing the pledget of cotton upon the valve of 
the speculum, and the lake of fluid thus obtained is 
emptied into the vagina as the speculum is with- 
drawn. A pledget of cotton held at the posterior 
commissure of the vulva catches the fluid as it 
escapes from the vagina, and the patient is instructed 
to bear down in order to expel the remainder of the 
solution. Special care is taken to carry the blue 
into the fornices of the vagina and to paint the 


lateral vaginal walls which protrude between the 
valves of the speculum. 

As a result of an application made in this manner 
the entire mucous surface of the cervix and vagina 
and lower part of the vestibule is painted a blue- 
black color. This color largely disappears in from 
twelve to twenty-four hours. If an associated specific 
urethritis is present, a small cotton-wrapped probe 
saturated with the blue is carried by a gentle rotary 
movement as far as the mouth of the bladder. In 
none of the author’s cases has it been necessary to 
make more than two or three urethral applications. 
As a rule the ardor urine ceased with, or shortly 
after, the first application. 

The patient is told not to use a syringe the night 
of the day of the treatment but to use it twice daily 
with plain hot water, as hot as she can bear it with- 
out discomfort, on each succeeding day until the 
next visit. Two such treatments in a week will gen- 
erally effect a cure in from five to six weeks. 

C. H. Davis. 


Eymer, H.: The Treatment of Benign Gynecological 
Hemorrhages with Radioactive Substances 
(Ueber die Behandlung gutartiger gynaekologischer 
Blutungen mit radioaktiven Substanzen). Sirah- 
lentherapie, 1920, x, 900. 


This report is based on 140 cases. The conditions 
treated were metropathia hamorrhagica occurring 
during active sexual life, metropathia ha morrhagica 
preclimacterica, metropathia climacterica, and my- 
omatosis uteri. All patients who were treated for 
seventy-two hours became amenorrhoeic and there- 
fore cured. Forty-eight-hour raying did not bring 
on amenorrhcea in every case. Still shorter expos- 
ures offered no certainty of success. 

Occasionally cases of hamorrhages not influenced 
at all by the X-ray were affected favorably. Intra- 
uterine raying frequently was associated with bowel 
disturbances but these generally disappeared in a 
week. Cramp-like pains developed occasionally 
and generalized indisposition, but these also passed 
away in a short time. The same was true of in- 
creases in the temperature. In several cases perit- 
oneal irritation was observed. The symptoms of 
dysfunction were not as severe as in X-ray treat- 
ment. The author is so well satisfied with the re- 
sults that he would not willingly be without the 
method. SILBERG (Z). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Holland, E.: Rupture of Czsarean Section Scar in 
Subsequent Pregnancy or Labor. Lancet, 1920, 
CXCiX, 591. 


The occurrence of 5 cases of rupture of the 
uterus in a cesarean section scar led the author to 
investigate the literature and records of the London 
Hospital and the City of London Maternity Hos- 
pital and to make a survey by questionnaire of all 
cases occurring in England in the practices of 
obstetricians. 

In the first of the 5 cases mentioned the cesarean 
section was performed because of a contracted 
pelvis. The uterus was sutured with chromic 
catgut and convalescence was normal. One year 
later a subtotal hysterectomy was done because 
of rupture of the cesarean scar during pregnancy. 
Good recovery followed. 

The second patient was operated on first because 
of eclampsia. The uterus was closed with chromic 
catgut. The convalescence was febrile and the scar 
ruptured in the eighth month of the second preg- 
nancy. Subtotal hysterectomy was done with fatal 
outcome. The scar, which was very thin, con- 
sisted of stretched peritoneum. The placenta was 
implanted over it. 


The third patient was subjected to cesarean sec- 
tion during her third pregnancy because of a con- 
tracted pelvis. The uterus was sewed with chromic 


catgut and convalescence was febrile. A second 
operation was performed in the fourth labor as the 
scar ruptured in its entire length. Subtotal hysterec- 
tomy resulted in good recovery. 

In the fourth case the cesarean operation was per- 
formed in the patient’s fourth labor because of 
contracted pelvis. Chromic catgut was used for 
the uterine suture. The convalescence was febrile. 
In the fifth labor this patient was delivered by 
forceps and her convalescence was again febrile. 
In her sixth pregnancy spontaneous rupture occurred 
in the eighth month; the placenta was implanted in 
the area of scar and at operation was found in the 
peritoneal cavity. The ruptured scar included the 
whole length of the former scar and extended 
laterally at both ends. Closure of the rupture was 
followed by uneventful recovery. 

In the fifth case the first cesarean section was 
done because of eclampsia. Silk suture was used to 
close the uterus, and the convalescence was febrile. 
The second pregnancy was terminated by premature 
labor followed by puerperal sepsis. Fever continued 
until death. At the time of delivery the placenta 
was removed manually. A third-degree laceration 
of the perineum had occurred. The correct diagnosis 
was made at autopsy. The peritonitis was due to 


rupture of the uterus and subsequent perforation of 
the bowel with abscess formation. It was not 
known whether the rupture took place during labor 
or during the removal of the placenta, but the 
author believes that it occurred during labor and 
was the cause of the difficulty in the removal of the 
placenta. 

Of 92 cases reported in the literature rupture 
occurred in 54 in the second pregnancy, in 1g in 
the third, in ro in the fourth, in 6 in the fifth, in 
1 at eight and one-half months, in 10 at eight months, 
in 1 at seven and one-half months, and in 8 at seven 
months. In 48 of the g2 cases it occurred during 
labor and in 36 before the onset of labor. In the 
reports of 13 cases the time was not mentioned. 

A study of the scar showed that perfect healing 
often resulted in complete regeneration of the 
muscle tissue. The thin scars may be of the type in 
which there is thinning throughout the entire 
length. In extreme cases the scar consists of 
peritoneum in contact with the decidua. The point 
of greatest importance with regard to these scars is 
the complete failure of union of the uterine muscle. 
The extreme thinning may occur in a portion or 
throughout the entire length of the whole scar. 
There may be partial union of the muscle or only a 
very thin scar. The ruptured scars no doubt are 
those in which a pre-existing thin scar formed the 
site of weakness. A moderately thick scar, whether 
fibrous or muscular or both, will not rupture except 
under extreme tension. 

The unknotting or cutting through of the suture, 
by which local sepsis is begun, often contributes to 
the incomplete healing of the scar. Five cases were 
noted in which a utero-abdominal fistula occurred. 
The site of the incision in the uterus, which was 
mentioned in 85 case records was anterior median 
in 55 instances, transverse in the fundal area in 28, 
and cervical in 1. The number of ruptures was 
relatively higher in the transverse incision than in 
the median incision. At the present time the cer- 
vical incision shows the lowest incidence of rupture. 

The placenta was implanted over the scar area in 
34 cases and elsewhere in 17. The location of the 
placenta over the scar contributes to rupture, but 
in the past too great importance has been given to 
this point. By far the chief predisposing cause of 
rupture is sepsis which interferes with the healing 
of the scar. 

In deciding as to the management of future preg- 
nancies following cesarean section importance 
must be attached to the febrile condition present 
at the operative convalescence. Of 66 patients, only 
15 had an afebrile convalescence. In some cases 
accidental factors, twins, hydramnios, retroplacental 
hemorrhage, operative deliveries, and bagging 
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operations serve as a cause of rupture. Intervening 
labors are also predisposing factors. 

The time at which rupture occurred was at or within 
a month of full term in 70 of 87 cases. The rupture 
occurred during labor in 48 of 84 cases and of these 
48 cases it occurred in the first stage of labor in 29. 
In 36 of the 84 cases it occurred before the onset of 
labor. 

Attention is drawn to the infrequency of the 
typical symptoms of rupture of the uterus in pa- 
tients with casarean section scars. The severity of 
the symptoms is dependent on the position of the 
placenta, as there is apt to be marked hemorrhage 
when the implantation is over the scar. Acute 
symptoms are not to be expected in partial rupture 
if the ovum is still in the uterus. 

Tabulated results of the inquiry and follow-up 
reports include 1,103 cases. In 487 of these there 
were subsequent pregnancies. In 78, delivery was 
effected by the pelvic route; in 352, caesarean section 
was repeated; and in 18, rupture of the scar occurred. 
The frequency of rupture amounted to 4 per cent. 
The proportion of ruptured scars to the number ol 
patients delivered normally following cesarean 
section is about 1:4. The determination of the 
number of ruptures following the use of catgut as 
compared with those following the use of silk showed 
that the frequency of the former is two and one-half 
times that of the latter. The author therefore 
emphasizes the danger of using catgut in closing 
the uterine wound and recommends silk as the most 
suitable material. As predisposing causes of rupture 
of the scar attention is directed to imperfect heal- 
ing, thinning due to subsequent pregnancies, over- 
distention of the uterus, obstructive labor, and 
infection. W. N. Row ey. 


Kosmak, G. W.: Necrotic Fibroids Complicating 
Pregnancy and the Puerperium. JN. York 
State J. M., 1920, xx, 259. 


The author gives the reports of five cases of necro- 
sis of fibroids occurring during pregnancy and the 
puerperium and illustrates the advisability of 
radical treatment when evidences of a breaking 
down of the tumors are noted. His conclusions are 
as follows: 

1. Patients with myomatous tumors of the uterus 
associated with pregnancy must be carefully watched 
for evidences of local necrosis during the entire 
period of pregnancy and the puerperium, as the 
breaking down of the tumor may occur at any time 
during these periods. 

2. If necrosis is present in such cases the possibil- 
ity of operation must be considered. 

3. Exploratory laparotomy under deep an- 
esthesia with enucleation of the growth and careful 
suture of the uterine wall can be carried out without 
extensive hemorrhage, the production of abortion, 
or premature delivery if the patient is kept well 
narcotized after the operation. Although recom- 
mended by various authors, hysterectomy is not 
always necessary. Even if abortion follows the 


operation, the uterus will be left for possible future 
pregnancies. 

4. Uterine myomata undergoing degeneration 
during the puerperium, as shown by local pain and 
tenderness, elevation of temperature, continuous 
red lochia, and possibly signs of peritonitis, should 
be considered for exploratory operation in the hope 
that the tumor may be enucleated before perforation 
of its capsule takes place. This procedure must be 
followed also when the growths are pedunculated. 
When multiple fibroids are present hysterectomy 
must often be considered. Cc Davis. 


PUERPERIUM AND ITS COMPLICATIONS 


Gow, A. E.: Intravenous Protein Therapy in 
Puerperal Septicemia. Brit. M.J., 1920, ii, 268. 


In the treatment of puerperal septicemia an 
attempt is made to destroy bacteria or their toxins. 
As specific agents sensitized vaccines and sera 
may be used, and as non-specific agents, peptone 
and foreign proteins. The best results are obtained 
by the combined method. The author uses Witte’s 
peptone which contains 32 per cent of primary 
albumose. He has not employed Allen and Han- 
bury’s preparation as in experiments on rabbits it 
was found to be more toxic. A solution is pre- 
pared by adding 5 ccm. of hot. freshly distilled 
water to 10 gm. of peptone and thinning the paste 
by adding distilled water until 50 ccm. is reached. 
A little sodium carbonate is then added and the 
mixture boiled while being well stirred. After it is 
rendered sterile it is filtered while hot and the 
filtrate placed on a boiling water bath for twenty 
minutes. When cool, it is sealed. 

The initial dose, from 8 to 10 ccm., is increased 
2 ccm. every other day until 20 ccm. are given. The 
intravenous injection is given slowly by means of a 
record syringe and a fine needle (No. 28), and the 
pulse rate is carefully noted every quarter minute. 
The occurrence of a rigor is of good import. 

This treatment helps to localize the process in 
acute cases and must be regarded as complementary 
to treatment by autogenous or stock sensitized 
vaccines. Gow considers the uterine swab better 
than the blood culture for the preparation of auto- 
genous vaccine. The vaccine may be given sub- 
cutaneously in doses of 100, 250, and 500 million on 
three successive days; a larger dose of 500 million 
may be given intravenously. If the serum used to 
sensitize the vaccine is given intramuscularly at the 
same time, a rigor may be produced with marked 
benefit. 

Vaccines and sera are given best when the 
patient is fasting. J. W. Ross. 


Murray, H. L.: Sera and Vaccines in the Treat- 
ment of Puerperal Infection. Brit. M.J., 1920, 

ii, 269. 
In summarizing the present-day knowledge of 
sera and vaccines in the treatment of puerperal 
infections Murray states that this type of treat- 
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ment is not yet sufficiently well established to justify 
implicit trust in it. 

Attention must be paid to details and due regard 
given to the patient’s condition, the amount of 
serum or vaccine administered, and the method of 
administration. A few cubic centimeters of serum 
given subcutaneously to a moribund patient will 
neither prove nor disprove the efficacy of the 
method. 

The first essential is a correct diagnosis in order 
to exclude such factors as pyelitis, untreated lacera- 
tions, and peritonitis. Peritonitis requires surgical 
care. 

Treatment must be instituted early and an effort 
made to isolate the organism. In a series of 196 
patients with puerperal sepsis 46.4 per cent gave a 
positive blood culture and in 93 per cent the or- 
ganism was proved to be astreptococcus. A carefully 
taken blood culture is the best means of obtaining 
material for an autogenous vaccine. Time should 
not be lost, however, in waiting for such a vaccine. 
Antistreptococcus serum should early be diluted 
with an equal volume of normal saline and given 
intravenously in large doses (50 ccm.). If no im- 
provement is noted in from twelve to twenty-four 
hours it is well to repeat the dose, using a different 
brand of serum. An antistreptococcus serum, being 
bacteriolytic, requires a complement, and it may be 
advisable to give 5 ccm. of fresh sterile guinea-pig 
or horse serum. 

Murray does not advocate the use of stock 
vaccine except in an emergency. In some cases 
autogenous vaccines have proved themselves of 
definite value. One observer reduced his mortality 
from between 85 and 95 per cent to 55 per cent by 
this means. The doses given should be small and, in 
streptococcal infections. given preferably with 
serum. Treatment with immunized serum appears 
of value in cases of pyemic infection. 

The author withholds judgment regarding the 
relative values of vaccines prepared by heat or anti- 
septic, and detoxicated vaccines. Treatment must 
not be instituted on a definitely fixed scale, but 
should be varied to suit the case. The use of partially 
devitalized bacteria in a vaccine is open to ob- 
jection. J. W. Ross. 


Whitehouse, B.: The Surgical Treatment of 
‘Puerperal Sepsis. Brit. M.J., 1920, ii, 267. 


The author advances his application of the 
Carrel-Dakin method in the treatment of puerperal 
sepsis in combination with curettage. Hitherto 
the curette has been looked at askance by many 
obstetricians. 

By virtue of its situation the lesion of puerperal 
sepsis may be compared to a gunshot wound of the 
perineum or buttocks and the organisms found 
are apt to be similar. With the exception of the 
Carrel-Dakin method of treatment, irrigation by 
antiseptics and hypertonic solutions did not prove 
of any great value in the treatment of war wounds. 
During the past two years the author has treated 


fifteen patients with puerperal sepsis by the Carrel- 
Dakin method. One patient, who was moribund 
when treatment was instituted, died on the day 
following her admission to the hospital. ‘The 
author’s technique is as follows: 

The patient is shaved and a vaginal douche of 
Dakin’s solution is given under a general anesthetic. 
The uterus is then curetted with a sharp curette and 
hemostasis is obtained to prevent blood clotting in 
the rubber tubes. From four to six Carrel tubes are 
then inserted within the cavity of the uterus at 
various heights and led out to a connecting tube 
over the pubes. The vagina is packed and a pro- 
tection of vaseline and gauze is applied over the 
perineum and vulva. Irrigation is carried out every 
two hours by the nurse. In a few days the tubes 
are expelled by the involuting uterus. If they come 
out before the patient’s condition indicates their 
removal, it may be necessary to replace them. 

The author considers the use of the sharp curette 
necessary and discounts the dangers of opening up 
fresh channels, air embolism, abscess, and hemor- 
rhage. In addition he gives from 10 to 15 ccm. of 
a 1:1000 solution of flavine in normal saline intra- 
venously once or twice daily. The results over the 
period of a year have been uniformly good. Collar- 
gol and bichloride of mercury have not proved to 
be of particular value. J. W. Ross. 


NEW-BORN 


Rodda, F. C.: The Coagulation Time of the Blood 
in the New-Born, with Especial Reference 
to Cerebral Hemorrhage. J. Am. M. Ass., 1920, 
Ixxv, 452. 


The average coagulation time in the normal new- 
born is seven minutes, with a normal range of from 
five to nine minutes. The average bleeding time is 
three and one-half minutes, with a normal range of 
from two to five minutes. 

There is a prolongation of coagulation and bleed- 
ing times from the first day to a maximum on the 
fifth day of life, with a return to the average first- 
day determination time before the tenth day. 
It is significant that this coincides with the age of 
incidence of hemorrhagic disease and cerebral 
hemorrhage. 

In the cases studied evidence of hemorrhage 
appeared when a prolonged bleeding time was 
associated with a delayed coagulation time, and 
delayed coagulation and bleeding times were fav- 
orably affected by the subcutaneous administra- 
tion of whole blood. 

Because of their relationship to the problem in 
hand, data obtained in certain conditions of the 
new-born are cited as follows: : 

1. In icterus neonatorum, normal coagulation 
and bleeding times were found. 

2. No cases of sepsis neonatorum were presented 
for study. 

3. Several cases of melena neonatorum gave 
markedly prolonged coagulation times—up to 


ninety minutes—and bleeding times of hours or 
days. The symptoms were relieved and the re- 
actions returned to normal following repeated in- 
jections of blood. 

Suspected and mild cases of congenital syphilis 
gave normal findings, while in severe and pro- 
gressive cases the coagulation and bleeding times 
were prolonged. Further, though a temporary re- 
duction in the coagulation and bleeding times 
could be obtained by the administration of blood, 
such a reduction was not permanent and one pa- 
tient died of hemorrhage in spite of repeated in- 
jections of blood given subcutaneously and into 
the superior longitudinal sinus. 

Hemorrhagic tendencies in the new-born may 
be latent until an abrasion of the skin, the opening 
of a hematoma, the forcible removal of the cord, or 
circumcision gives occasion for protracted bleed- 
ing. Likewise a rupture in some small vein 
over the brain surface supplies the impulse for the 
hemorrhage if a hemorrhagic tendency is present. 
In hemorrhagic conditions it was found that the 
bleeding point was often occluded by a soft clot and 
that the movement of a limb or contact with the 
bedding often displaced this clot and induced a 
fresh hemorrhage. Such a clot ina cerebral vessel 
might easily be dislodged by crying or vomiting. 
This explains the protracted step-like progress seen 
in many cases of cerebral hemorrhage. 

The author’s conclusions are as follows: — 

1. Cerebral hemorrhage is a frequent occurrence 
in the new-born, and the most frequent cause of 
death in the first days of life. 

2. Cerebral hemorrhage is not always due to 
obstetrical operations; it may follow normal labors 
when least expected. 

3. Severe trauma results in massive hemorrhages 
and early death. 

4. Amore frequent cause of cerebral hemorrhage 
is mild trauma plus hemorrhagic disease of the new- 
born associated with delayed coagulation time and 
prolonged bleeding time. 

5. A delayed coagulation time and prolonged 
bleeding time may be controlled by the subcu- 
taneous injection of whole blood. This is a rational 
therapy for cerebral hemorrhage. 

6. In severe cases surgery should be employed 
early. The operation should be controlled by blood 
studies and the injection of blood if indicated. 

7. The coagulation time and bleeding time should 
be determined in every new-born child presenting 
unusual symptoms, or better, as a matter of routine. 
lf the reactions are delayed, blood should be ad- 
ministered. Epwarp L. 


Sidbury, J. B.: The Importance of Lumbar Punc- 

. ture in Intracranial Hemorrhage of the New- 

Born; Report of a Case with Recovery. Arch. 
Pediat., 1920, xxxvii, 545. 


Intracranial hemorrhage of the new-born is not 
an uncommon occurrence. In some cases, however, 
it is very difficult to recognize it or even impossible 


OBSTETRICS 57 


to make an absolutely certain diagnosis before death. 
It may occur in any type of delivery. 

The hemorrhage may be spontaneous and due to 
a general condition, or the result of trauma. 

A prolonged, difficult labor is a most important 
factor in the etiology of this condition. The early, 
intelligent application of the forceps will shorten 
the duration of labor and thereby reduce the length 
of time the head is under pressure. 

The bleeding may occur in any area of the cranial 
cavity, in the vessels of the dura mater, in the pia 
mater, in the archnoid membranes, or in the brain 
tissue or ventricles. It may be small and punctate 
or diffuse and cover one or both hemispheres. It 
may form a clot of varying size and thickness. In 
some cases it may occupy a third or a fourth of the 
cranial cavity, in which event it will cause compres- 
sion of the brain substance and back-pressure of the 
venous circulation which, in turn, may rupture 
other capillaries. 

How long the blood remains in a fluid state has 
not been determined definitely but it is known that 
clotting does not occur so readily as outside of the 
body. When a lumbar puncture is done in some 
of these cases as much as 2 oz. of fluid blood which 
clots readily in the test tube has been obtained. 

When, after being well for two or three days, a 
new-born baby refuses to nurse, becomes pale and 


listless, and has intermittent crying spells followed. 


by stupor and perhaps convulsions or twitchings of 
one or more muscle groups, intracranial hemorrhage 
should be suspected, especially if the delivery was 
difficult. Convulsions following an instrumental 
delivery should suggest this condition. 

It must be borne in mind that all of the symp- 
toms of the condition may be entirely absent at 
birth, and, so far as the mother knows, the baby 
may have been perfectly well until the eighth or 
tenth month of age. 

Another type of patient with intracranial hemor- 
rhage comes to the physician at or about the age 
of puberty because of ‘‘peculiar spells.”” He may 
have epileptic seizures with or without loss of con- 
sciousness, or may be unmanageable. 

In every case of suspected intracranial hemor- 
rhage a lumbar puncture should be done. By reliev- 
ing the intracranial pressure and stopping the con- 
vulsions, this may effect a cure, and in any case will 
aid in the diagnosis. In a normal infant the in- 
tracranial pressure varies from 2 to 5 mm. of mer- 
cury, while in the majority of cases of intracranial 
hemorrhage it varies from 5 to 25 mm. of mercury. 

In the condition under consideration daily lum- 
bar punctures repeated until the spinal fluid is clear 
of blood are indicated, the pressure being deter- 
mined each time by means of a spinal mercurial man- 
ometer. In this way it can be determined whether 
the pressure has been reduced to normal and some 
of the blood is drained off. If focal signs, such as 
twitching of muscles or eye signs, such as papillitis 
or engorgement of the retinal veins then persist, a 
decompression operation should be considered. 
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Aspiration of the subdural space by puncture 
through the coronal suture at the lateral angle of 
the anterior fontanel has been done by Henschen 
with good results. 

The advisability of an operation in these cases is 
difficult to decide and must be determined from the 
conditions of the particular case. E. L. Cornett 


MISCELLANEOUS 


Torre y Blanco, J.: The X-Ray and Hydatiform 
Mole (Rayos X y mola hidatiforme). Rev. espan. 
de cirug., 1920, li, 144. 

While the etiology and pathology of neoplasms are 
not yet understood they are assumed to be based 
on biological reactions. The process by which the 
placental tissue undergoes degeneration and becomes 
gradually detached from the uterus and the causes 
which produce these changes are not well known. 
According to all of the theories advanced to explain 
the pathology of hydatiform moles the influence of 
the ovaries is an important factor. Opinion varies 
as to the changes in the ovaries. It is possible that 
cystic degeneration occurs in the corpus luteum, but 
in the author’s opinion this change takes place in 
the follicle. 

To show that the action of the X-ray on the 
ovaries may give rise to the formation of hydatiform 
moles a case of metrorrhagia is reported. The 
patient had had several exposures to the X-ray and 
was relieved of symptoms for a short time. The 
sudden onset of metrorrhagia followed, however, 
with the expulsion of foreign objects simulating 
grapes. These proved to be hydatiform moles. 

Hirsch states that the X-rays produce marked 
changes in the ovarian tissue and that if a woman 
whose ovaries have been exposed to the X-rays gives 


birth to a child, the child will be abnormal. No 
mention has been found in the medical literature 
concerning the X-rays as an etiologic factor in the 
formation of hydatiform moles. The author finds 
that they produce marked changes in the graafian 
follicles but practically no change in the corpus 
luteum. According to Fraenkel and Néorchaud, 
it is generally believed that changes in the corpus 
luteum will stimulate the growth of placental tissue. 
If this theory is correct, it is not probable that the 
X-rays have any influence on the formation of 
hydatiform moles. 

No relation between the co-existence of cysts of 
the corpus luteum and hydatiform moles can be 
shown. In several instances the cysts of the corpus 
luteum disappeared after the mole was expelled, and 
on the other hand hydatiform moles have been 
found in the presence of a normal corpus luteum. 

Blanco reports one case of hydatiform mole with 
normal corpus luteum and slight changes in the 
graafian follicles (cystic degeneration and “‘sclerosis”’ 
of the cortical portion of the follicle). 

In conclusion the author states: 

1. Hydatiform moles originate from placental 
tissue and their formation is influenced by changes 
in the ovaries. 

2. Changes in the graafian follicles are responsible 
for the formation of hydatiform moles. 

3. Hydatiform moles may cause cysts of the 
corpus luteum. 

4. The action of the X-rays on the ovarian tissue 
may produce hydatiform moles. 

5. The ovaries should not be exposed to large 
doses of the X-rays. 

6. Panhysterectomy without previous curettage 
is the operation of choice for hydatiform moles. 

Pro BLANCo. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Quinby, W. C.: The Pathology of the Renal Pelvis 
in Two Cases Showing Hzematuria of the So- 
Called Essential Type. J. Urol., 1920, iv, 209. 


Two cases are reported — both those of young 
adults with negative family histories. Both patients 
complained of hematuria. The urine was bacte- 
riologically and microscopically negative except for 
blood. Cystoscopically the bladders were normal. 
Separate kidney studies showed the source of bleed- 
ing to be unilateral and a nephrectomy was done in 
each case. The kidneys were normal in size. On 
section the parenchyma was found to be essentially 
normal but the mucous membrane of the pelvis and 
calyces was studded with deep red punctate areas. 
Minute small red clots were attached to the apices 
of some of the pyramids and a minute hemorrhage 
was found near the apex of the pyramid when it was 
sectioned. A few pyramids showed deep red lines 
radiating upward from the apex. 

Microscopic sections revealed the hemorrhages in 
the peripelvic tissue to be extravasations from thin- 
walled dilated capillaries and veins. Beneath the 
pelvic epithelium, which in some places was elevated, 
unruptured but distended large blood channels could 
be seen. The hemorrhages were fresh and there 
was no blood pigment in the tissues. The blood 
channels between the collecting tubules of the pyra- 
mids near the apex were very wide, irregular and 
tortuous like sinuses, and distended with blood. 

In addition to the hemorrhages, there was found 
in one case a distinct inflammatory reaction with 
evidence of vascular injury as shown by focal accumu- 
lations of polymorphonuclear cells and lymphocytes 
and small foci of necrosis. Careful search did not 
reveal the presence of bacteria but the inflamma- 
tory reaction indicated the presence of an agent 
causing local injury. 

The presence of soluble toxins is suggested. Payne 
and MacNider ascribe the hemorrhage to pressure 
on the veins at the base of the pyramid, but in the 
two cases reported all of the renal tissue was normal 
except that near the hemorrhagic area. 

FRANK HINMAN. 


Rico, J.: Considerations Regarding False Calculi of 
the Kidney (Algunas consideraciénes acerca de los 
falsos cAlculos del rifion). Repert. de med. y cirug., 
1920, xi, 567. 

The author points out the frequency with which 
exploration for stone in the kidney has been done 
without result. The error is due to the false inter- 
pretation of the X-ray findings and a lack of knowl- 
edge regarding the factors which may give rise to 
such mistakes. In the literature the reports of many 


cases may be found in which an incorrect interpreta- 
tion of the X-ray findings led to exploration of the 
kidney; similar cases occurred in the service of 
Legueu of Paris. The symptoms referred to the 
urinary system and,the X-ray showed shadows in the 
region of the kidney. If the urine contained pus, 
blood, or other elements indicative of inflammation, 
a tuberculous lesion was found at the time of ex- 
ploration. In the majority of the case reports no 
mention is made of urinalysis, but in every instance 
the kidney function was normal. 

Shadows may be produced in the X-ray picture 
also by other factors either within or outside of the 
kidney. Error may arise from tuberculosis of the 
kidney with calcification, calcified exudates from old 
pyonephrosis, certain tumor-like cysts and malig- 
nant growths of the kidney, and traumatic or post- 
operative renal scars. Outside of the kidney there 
may be calcified glands along the spine, obliterating 
emboli, calcified tags of omentum, gall-stones, calculi 
in, or calcification of, a part of the gland, foreign 
material such as bone, Murphy buttons, iron, calomel 
or bismuth in the intestinal tract, calcification of the 
suprarenal glands, Pott’s disease, abscesses, ossifica- 
tion of the costal cartilages, bony overgrowths of the 
lumbar vertebre, or osteomyelitis of the floating 
ribs. Other causes of error are defects in the X-ray 
plates, such as finger prints and flaws in the glass. 

In order to minimize the error of interpretation 
Rico suggests the use of stereoscopic views. In cases 
of doubt several X-ray plates should be made at 
different times. If gall-stones are suspected, two 
roentgenograms should be made, one each with the 
patient in the dorsal and the ventral position. 
If the shadow is larger on the plate exposed with the 
patient in the ventral position, the symptoms are 
probably due to gall-stones. Pio BLANCco. 


Lower, W. E.: The Disposition of the Ureter 
in Surgical Conditions of the Bladder When 
the Ureteral Orifices Are Involved. J. Am. M. 
Ass., 1920, Ixxv, 711. 


The most difficult outstanding problem in genito- 
urinary surgery is the treatment of malignant 
tumors of the urinary bladder. The author reviews 
the functions of the normal ureter and discusses the 
various methods which have been employed to 
divert the urine. He regards transplantation of a 
ureter into another portion of the bladder as difficult 
in most cases and apt to lead to poor results. His 
own method of disposing of the ureter when partial 
excision of the bladder involving one ureteral orifice 
is necessary has been successful both clinically and 
experimentally. 

When the tumor is situated at the vesical end of 
the ureter, an elliptical incision is made sufficiently 
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wide and deep to insure the complete removal of the 
growth. Asarule this dissection does not necessitate 
the resection of the ureter for more than from %4 to 
34 in. After the resection the wound is closed with 
interrupted sutures of No. ooo chromic catgut. 
These sutures are adjusted without tension so that 
they simply arrest hemorrhage. The ureter is not 
moved from its normal environment, and the urine 
which trickles down at regular intervals finds its 
way into the bladder between the sutures. A mu- 
cous membrane soon forms and_a ureteral opening 
is re-established generally somewhat higher than 
the ureteral opening on the opposite side. 

This procedure is not followed by renal colic or 
ureteral obstruction, and later cystoscopic examina- 
tion demonstrates that the urine is emitted from the 
ureters. 

While the ureteral opening may be somewhat 
constricted, the author has never found sufficient 
constriction to produce a hydronephrosis. If the 
cut edges are very closely approximated, however, 
the wound may unite and cause more or less con- 
striction, as happened in one of the experimental 
cases in which dilation of the ureter and hydrone- 
phrosis resulted. 

By the method described a tumor may be excised 
with a sufficiently wide margin to insure its com- 
plete removal and the ureter left transplanted, 
as it were, in sifu. This is a much simpler method 
than the transplantation of the ureter to some other 
part of the bladder. Moreover, it has the advantage 
that it leaves the ureter with its normal covering, and 
when the bladder is distended it tends to prevent 
regurgitation. With the assurance that the flow 
of urine will not be obstructed, the operator may 
concentrate his attention more directly on the 
radical excision of the growth than is possible when 
the transplantation of the ureter must be considered 
in addition. 

When total extirpation of the bladder is necessary 
Lower uses the technique described by Coffey some 
years ago whereby the ureters are transplanted into 
some portion of the large intestine, preferably the 
sigmoid or the rectum, as near the bladder as pos- 
sible. In the class of cases under consideration the 
operation is performed in several stages, first one 
ureter being transplanted and then the other after 
the patency and efficiency of the first is assured. 
In the final stage the bladder is extirpated. 

J. D. Barney. 


BLADDER, URETHRA, AND PENIS 


Wesson, M. B.: Anatomical, Embryological, and 
Physiological Studies of the Trigone and Neck 
of the Bladder. J. Urol., 1920, iv, 279. 


A brief review is given of the work done by Bell, 
Walker, Kolischer, Kohlrausch, and others on the 
anatomy of the trigone and bladder neck and the 
methods and sources of material used by the author. 

Embryological studies show the origin of the 
trigone to be mesodermal and that of the fundus 


ectodermal. In a 6-mm. foetus the ureteral buds 
have appeared; in a 13-mm. foetus their craniolateral 
migration has begun; and in a 21-mm. foetus the 
bladder and urethra begin to separate. At this 
stage the trigonal muscles develop from the longi- 
tudinal muscles of the ureters. 

Cystoscopic studies with the patient straining 
and then relaxing as in voiding show a strong con- 
traction of the trigonal muscle which depresses 
the floor of the urethral orifice and causes a marked 
upward movement of the verumontanum. 

The trigone is found to contain nerve ganglia and 
sympathetic fibers while the fundus has both sym- 
pathetic and parasympathetic fibers. 

The internal sphincter is a double-loop structure 
rather than a sphincter. The upper arc is made up 
of fibers of the external longitudinal layer sweeping 
downward to the vesical orifice. Here they diverge 
and pass along either side of the urethra at the 
upper level of which they swing medially and unite 
in a loop over the urethra without raphé formation. 
The lower arc is formed by fibers of the internal 
circular layer. 

The external vesical sphincter is made up of 
striated muscle fibers arising near the lateral wall of 
the prostate. They encircle the urethra and form a 
raphé below the loops of the internal sphincter. 
From this raphé fibers pass downward to form the 
recto-urethralis muscle. FRANK Hinman. 


Heineck, A. P.: Herniz of the Urinary Bladder. 
Med. Herald, 1920, xxxix, 229. 


In a long and very complete article on hernia of 
the urinary bladder Heineck discusses all aspects of 
this condition. His experience is based upon a 
study of 159 cases. The article is summarized as 
follows: 

1. The urinary bladder, in part or in its entirety, 
may escape from the abdominal and abdominopelvic 
cavities through any of the uncommon or common 
hernial orifices of the lower abdominal wall. 

2. Hernie of the urinary bladder occur in both 
sexes at all ages and in all races. They are con- 
genital or acquired, recurrent, recent, or of some 
standing; almost always unilateral, very rarely bi- 
lateral. Like other hernie, they vary in shape, size, 
rate of growth, and in the discomfort and disability 
which they entail. 

3. In the female, vesical hernia occur in nulli- 
pare, primipare, and multipare; they develop pre- 
vious to, during, or after gestation and between ges- 
tations. They do not interfere with gestation or 
disturb parturition. 

4. According to their anatomical site, vesical her- 
niz are designated as herniz of the linea alba, of the 
obturator, femoral, or inguinal regions. Anatomi- 
cal relations justify the further subdivision of the 
latter into interstitial or intraparietal, direct or in- 
direct, complete or incomplete, pudendal or scrotal. 

5. The relation of the herniated bladder process 
to the serous membrane lining the peritoneal cavity 
is well expressed by the terms intraperitoneal, para- 
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peritoneal, and extraperitoneal. These designations 
are serviceable from the viewpoint of etiology, symp- 
tomatology, and treatment. 

6. According to clinical manifestations, herniz of 
the urinary bladder are reducible, irreducible, in- 
flamed, or strangulated. 

7. A vesical hernia may be single or double, or 
one of two or more herniz located on the same side 
or opposite sides of the body which have dissimilar 
contents and present like or unlike anatomical and 
clinical characteristics. Thus the same patient may 
present an inguinal cystocele and a femoral epiplo- 
cele, a reducible femoral vesical hernia, and an ir- 
reducible inguinal intestinal hernia. Case reports 
of an inguinal vesical hernia on one side co-existing 
with an inguinal enterocele, epiplocele or entero- 
epiplocele on the opposite side of the body are not 
uncommon. 

8. As etiological factors in the causation of vesi- 
cal hernia, the following are foremost: (1) all con- 
ditions tending to increase the intra-abdominal pres- 
sure; (2) all conditions, congenital or acquired, 
which weaken the abdominal wall; (3) all diseases 
of the lower urinary organs which impair the expul- 
sive force of the bladder or abnormally hinder the 
outflow of urine; and (4) pre-existing hernie and 
hernial sacs of prenatal or postnatal origin. 

9. The pre-operative signs and symptoms may be 
unmistakable, vague, or absolutely wanting. In 
addition to the symptoms common to all other her- 
vesical hernie present peculiar suggestive and 
positive manifestations of their presence. 

10. The herniated bladder process may be the 


sole content of the hernial swelling or merely one 


of the associated contents. In addition to a bladder 
process, a hernial swelling may contain in part or 
inits entirety, one or more of the following organs: 
ureter, fallopian tube, ovary, appendix vermiformis, 
appendix epiploice, omentum, the small or large in- 
testine. 

11. The herniated bladder process may be free 
or adherent to surrounding tissues or organs, struc- 
turally normal or presenting degenerative, inflam- 
matory, or neoplastic changes. It may be the seat 
of atrophy, hypertrophy, catarrh, gangrene, tuber- 
culosis, or carcinoma, and may or may not com- 
municate freely with the general vesical cavity. 
The herniated process of bladder may contain one 
or more calculi. 

12. The vesical hernia may be the sole anomaly, 
or it may be one of two or more congenital or ac- 
quired pathological states, with or without relation- 
ship of cause or effect to the hernia (cryptorchism, 
vaginal cystocele, prolapsus uteri, prostatic hyper- 
trophy, etc.). 

13. Truss treatment for hernia of the bladder is 
not curative, is often productive of discomfort, and 
— injuriously affect the structure of the bladder 
wall. 

14. In patients over 3 years of age, all hernia, ir- 
respective of their anatomical site, clinical condition, 
or contents, should be subjected to an operation for 


radical cure in the absence of a constitutional state 
contra-indicating operations of election. 

15. Clinical conditions so closely simulating her- 
nie of the urinary bladder that a positive diagnosis 
without operation appears impossible should be sub- 
jected to operative treatment. Benefit can be de- 
rived only from adherence to this rule. A diagnosis 
is established and a cure is effected. 

16. All hernia of the urinary bladder, irrespec- 
tive of the subject’s sex, age, or social condition and 
irrespective of the size, shape, anatomical site, or 
clinical type call for operative treatment. Operative 
treatment is free from danger and curative. The 
only contra-indications to operative treatment are 
extreme old age and co-existing operations of ne- 
cessity. Operative treatment is the only rational 
treatment of hernia in the adult. 

17. In all incarcerated and all strangulated her- 
nie of the bladder operative intervention is in- 
dicated. 

18. In all cases of hernia the ideal time for ope- 
ration is previous to the development of degenera- 
tive or other pathologic changes in the herniated 
organ and organs and previous to the occurrence of 
any of the various complications incident to hernia. 

19. Women who suffer from any form of hernia 
should be carefully watched before, during, and 
after their confinement so as to prevent or minimize 
any undue strain upon the weak regions of the ab- 
dominal wall. Such women at the close of lactation 
or toward the end of the first year following their 
confinement should be subjected to an operation 
for the radical cure of the hernia in the absence of 
contra-indications. In the female the inguinal 
rings are comparatively small and can be closed 
without inconvenience to the patient. 

20. The most popular and efficient modern her- 
nia operations permit a full view of the operative 
field and allow such a careful examination of the 
hernial rings, canals, and surrounding structures 
that a prolapsed or herniated viscus rarely escapes 
detection. 

21. After the careful opening and isolation of the 
sac in operations for inguinal and femoral hernia, 
the latter should consist preferably of peritoneum 
only and its neck should be freed from all other 
structures. The neck of the sac should not be 
twisted as this may draw the bladder toward the 
hernial opening where it is apt to be included in 
the ligature. Such inclusion is apt to lead to ne- 
crosis and peritonitis. 

22. If after the opening of the sac and the reduc- 
tion of its contents in the course of a hernia opera- 
tion a second sac appears it is not to be opened un- 
less the introduction of a sound into the bladder 
shows the complete independence of this sac from 
the urinary reservoir. 

23. In cases of hernia of the urinary bladder first 
expose and free the herniated organ or organs and 
then reduce it into the abdominopelvic cavity. Fol- 
low this by suppressing the hernial area. Resection 
of the herniated bladder process is indicated only 
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exceptionally. When performed, it calls for imme- 
diate reconstitution of the urinary reservoir. 

24. During hernia operations the wounding of 
the urinary bladder may be prevented, to a large 
extent, by operating carefully and by keeping this 
clinical entity in mind. 

25. The prognosis of wounds of the urinary blad- 
der inflicted during the course of hernia operations 
is good if they are repaired immediately and ac- 
curately and if appropriate postoperative treatment 
is instituted. In the repair of bladder wounds two 
or three layers of continuous or interrupted absorb- 
able sutures give satisfactory results. Bladder sutur- 
ing is to be followed by repair of the abdominal 
wall of the hernial area. 

26. If the catheterized urine contains blood with- 
in twenty-four to forty-eight hours after a hernia 
operation on a healthy subject, determine the origin 
of that blood. If a bladder injury is present, open 
the hernial operative wound or laparotomize, or do 
both and repair the injury. 

27. The mortality of operations for the radical 
cure of hernia performed at an opportune time by a 
rapid and skillful operator competently assisted is 
practically nil. Coley operated upon 1,000 cases of 
hernia without a single death. 

28. The operative treatment of hernie of the 
urinary bladder is highly satisfactory. 

J. D. Barney. 


Kolischer, G., and Eisenstaedt, J. S.: Papilloma 
of the Bladder. Surg. Clin. Chicago, 1920, iv, 833. 


A man 53 years of age with bladder symptoms for 
four years complained of fullness in the bladder 
region and blood in the urine. 

Cystoscopy revealed two papillary tumors, one 
covering the left ureteral orifice and the other in the 
right upper quadrant. Both had dense pedicles 
about which were many engorged blood vessels. 

Owing to the size of the growths, the inaccessible 
position of the upper growth, and the circulatory 
disturbances about the pedicles, it was decided to 
remove them by the open route and the application 
of heat directly by means of the galvanocautery. 

The bladder was closed without drainage by a 
double row of sutures, care being used to prevent 
impaction of the mucosa between the edges of the 
wound. The adequacy of the suture was tested by 
filling the bladder with water. Subfascial drainage in 
the form of a large rubber tube with many fenestre 
was employed. The tube extended throughout the 
course of the incision. Heavy tension sutures were 
placed through the skin and fascia. 

An in-dwelling catheter was not employed. 
Following the operation described patients either 
urinate naturally or for a while are catheterized 
intermittently. 

The urine should be kept acid to prevent certain 
types of infection. In a week following the use of the 
galvanocautery the slough will be spontaneously 
removed, leaving a smooth normal surface. 

Harry CULVER. 


Martin, J.: The Treatment of Hypospadias (Quel- 
ques considérations sur le traitement de l’hypos- 
padias). J. d’urol. méd. et chir., 1920, ix, 249. 


After a survey of the various methods employed 
the author points out the advantages of a combina- 
tion of the methods of Donnet and Nové-Josserand. 
Generally the anterior part of the urethra is easily 
reconstructed, but it is often very difficult to unite 
the old and new portions of the canal, and the per- 
sistence of fistula at the juncture necessitates re- 
peated operations. The advantage of the com- 
bined method is that the urethra obtained approx- 
imates the normal in its structure. 

In Nové-Josserand’s method the new urethra is 
made with the aid of dermo-epidermic grafts re- 
moved according to the Ollier-Thiersch technique. 
This method gives only a cicatricial urethra which 
requires continuous postoperative care to prevent 
contraction. Its great advantage, however, is that 
it prevents the formation of a fistula at the point of 
union of the artificial canal and the normal urethra. 

Martin believes that it would be advantageous 
to replace the dermo-epidermic grafts, which are 
fragile and retractile, by grafts of whole skin which 
are only slightly retractile. The neces.ary material 
may be obtained from the preputial region which, 
though only slightly developed on the anterior side in 
hypospadias, forms a large sac on the dorsal side. 

In a case recently treated by the author he 
utilized a preputial strip and followed Nové-Josser- 
and’s method of closing the hypospadial meatus, 
deviating the urine by a posterior peritoneal 
urethroplasty. The canal was reconstructed by 
means of a graft passed through the orifice. The 
graft used was a whole skin graft. It was made 
originally with a pedicle, but as this became gan- 
grenous, it was sectioned. The technique is des- 
cribed in detail. In this case a No. 18 bougie could 
be passed easily three and one-half months after 
the operation and the new urethra showed little 
retraction. The time which has passed since the 
operation, however, is not sufficient to justify a 
definite conclusion as to the end-results. 

In Martin’s opinion interior grafts survive better 
than those used on the outer surface. He states 
that it is always well to cut the graft with a pedicle, 
but that even if it is not well vascularized the 
operation may be successful. W. A. BRENNAN. 


GENITAL ORGANS 


Eisendrath, D. N.: The Anatomical Varieties of 
Prostatic Hypertrophy. Surg. Clin. Chicago, 
1920, iv, 663. 

To surgeons perferming prostatectomies a clear 
conception of the embryology and anatomy of the 
normal prostate and of the various pathologic 
changes which take place in this organ in later life 
is of great importance. Lowsley states that the por- 
tion of the gland which proliferates most frequently 
are the subcervical glands. The subcervical glands 
were found to be enlarged in 14.7 per cent of the 
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prostate glands of 224 subjects varying in age from 
one month to 79 years. 

In hypertrophy of the prostate occurring after 
middle life the posterior lobe is seldom involved but 
in many cases appears to be the starting point for 
malignant degeneration. A specimen removed at 
operation presented hypertrophy not only of both 
lateral lobes but of the middle lobe as well. It is in 
this type that a pouch is formed behind the middle 
lobe in which the urine is retained after micturition. 

In the majority of cases there is an enlargement 
of the lateral lobes alone or of both the lateral and 
middle lobes, or chiefly of the middle lobe. 

A type of prostate of which little mention is made 
is known as the “collar type” prostate. In this 
the entire urethra is surrounded by prostatic tissue. 
Its importance from the standpoint of urinary 
obstruction as well as difficulty of removal is not to 
be underestimated. The chances that a structure 
will be formed at the vesical neck in such cases is 
much greater because of the impossibility of securing 
a line of cleavage between the mucous membrane of 
the prostatic urethra and the gland proper. 

A condition which occurs not infrequently after 
the removal of the hypertrophied prostate and 
which may be revealed in a cystogram is that in 
which the cavity left by the removal of the prostate 
is not obliterated and is separated from the lumen 
of the bladder proper by a diaphragm of tissue. 

T. FInecan. 


O’Conor, V. J.: Observations on the Blood Pressure 
in Cases of Prostatic Obstruction. Arch. Surg., 
1920, 1, 359- 

The author reports the results of a study of the 
blood pressure of 56 cases of urinary retention due 
to prostatic obstruction. Fifty-five of these cases 
were operated on. The average age of the patients 
was 61 years. The oldest was 86 and the youngest 
46 years of age. 

When the bladder is kept at complete rest by an 
indwelling catheter or by suprapubic cystotomy, 
a very appreciable fall in blood pressure occurs 
during the first twenty-four hours. In this series 
the average fall in the systolic pressure was 40 mm. 
of mercury while that in the diastolic pressure was 
14 mm. of mercury. 

The most marked diminution occurred in patients 
who presented themselves with a marked hyperten- 
sion associated with a considerable amount of 
residual urine (400+ ccm). Asarule the fall seemed 
to depend almost entirely on two factors, i.e., the 
quantity of residual urine and the degree of re- 
duction in the renal function. The greatest drop 
during the first twenty-four hours after constant 
drainage was 85 mm. in the systolic pressure and 
45 mm. in the diastolic. 

In no instance did the blood pressure readings 
show an elevation on the second day as compared 
with the first day when’the' bladder was'keptat rest. 

It was noted that patients operated on at a time 
when the blood pressure was still decreasing each 


day even though there was satisfactory renal func- 
tion showed a postoperative fall in blood pressure 
greater than seemed normally commensurate with 
the degree of operative disturbance. This suggested 
the possibility that the operations were performed 
without sufficiently prolonged pre-operative manage- 
ment, despite the fact that the patients’ general 
condition seemed satisfactory and their renal func- 
tion was entirely adequate. Accordingly no opera- 
tion was performed thereafter until the blood pres- 
_ had maintained a definite level for at least four 
ays. 

When drainage was satisfactory 60 per cent of 
the patients had a subsequent rise in blood pressure 
after the period of decline. In the systolic pressure 
the average rise was 16 mm., while in the diastolic 
pressure it was 5 mm. of mercury. 

The conclusions to be drawn from these observa- 
tions are that. on continued drainage of the bladder, 
the blood pressure within two weeks maintains a 
level or equilibrium and at this time the renal func- 
tion is restored to the greatest extent possible and 
the patient is in the best general condition for 
operation. 

In the cases of patients who had been prepared 
for operation until the blood pressure had maintained 
a definite fixed level the degree of postoperative fall 
was surprisingly slight. 

The relative blood-pressure changes after operation 
varied considerably. Twenty per cent of the patients 
had no subsequent rise. The rest had a subsequent 
rise varying from 10 to 40 mm. of mercury. 

The blood-pressure readings of 30 of the patients 
in this series have been recorded since their dis- 
charge from the hospital. The period of observation 
ranged from one to seventeen months. In 23 patients 
the blood pressure has continued at practically 
the same level as that estimated at the time of their 
discharge from the hospital, while in the rest it is 
not above the normal limits. 

The author’s conclusions are summarized as 
follows: 

1. Complete drainage of the bladder in cases 
of urinary retention is attended by a marked fall 
in the systolic blood pressure during the first forty- 
eight hours. During this period the renal function is 
diminished as shown by the phenolsulphonephthal- 
ein test and the quantitative determination of urea 
in the blood. 

2. If satisfactory drainage of the bladder is 
continued, the blood pressure is gradually main- 
tained at a definite, non-fluctuating level. During 
this period the adequacy of the renal function and 
the patient’s general condition indicate that he is in 
the best possible condition for operation. 

3. When the operation is delayed until this fixed 
blood-pressure level has been established a very 
insignificant ‘postoperative decrease in the blood 
pressure is noted. 

4. As a rule the relief from abnormally high 
blood pressure still continues in the cases of patients 
who have suffered from long-standing urinary re- 
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tention and originally present themselves with a 
hypertension. The few exceptions are cases of 
demonstrable cardiac disease. 

THEODORE DrozDowIz7z. 


Herbst, R. H., and Thompson, A.: Vasotomy; 
Indications, Technique, Postoperative Treat- 
ment. Illinois M.J., 1920, xxxviii, 212. 


The gonococcus is the most frequent invader of 
the seminal vesicles and in about 75 per cent of the 
cases of gonococcal infection of the posterior urethra 
the seminal vesicles and prostate become involved. 

The symptoms of acute inflammation of the vesi- 
cles, the prostate, and the posterior urethra are 
similar, whether one or all of these structures are in- 
volved. They consist chiefly of a sensation of ful- 
ness and pain in the rectum, frequent and impera- 
tive desire to urinate, and a feeling of inability to 
empty the bladder. Painful nocturnal emissions 
suggest vesiculitis. 

Chronic vesiculitis should be suspected in in- 
stances of recurrent or persistent urethral discharge, 
especially those following intercourse or nocturnal 
emissions. Digital examination with a study of the 
expressed fluid clears the diagnosis. 

Epididymitis is often caused by partial or com- 
plete closure of the ejaculatory ducts which forces 
the infection to extend down the vas. 

Because of the anatomical proximity of the vesi- 
cles and the ureters, disturbances often develop in 
the upper urinary tract due to inflammatory narrow- 
ing of the ureter caused by contiguous infection. 
Hence in cases of obscure symptoms in the upper 


urinary tract a careful examination of the vesicles is 
of importance. 

In seminal vesiculitis referred pains are common 
in the perineum, the inguinal region, the upper bor- 
der of the sacrum, and the hip from which they some- 
times extend into the thigh. This infection fre- 
quently acts also as a primary focus from which dis- 
tinct structures may become involved by metastasis. 

Latent seminal vesiculitis may be the cause of 
infection in the patient’s wife. 

These severe disturbances may be prevented by 
preventing posterior urethritis, but when infection 
has occurred in the acute form local treatment in 
the form of hot sitz baths, perineal packs, and hot 
rectal douches with complete rest is indicated. Drain- 
age should be established later by stripping the vesi- 
cle. If the disturbances do not respond to this proce- 
dure conscientiously carried out, vasotomy should be 
done. This operation is applicable especially to the 
more recent cases and to chronic cases in which there 
has not been too great a change in the wall of the 
vesicle resulting in perivesiculitis and perhaps walled- 
off pockets of infection. 

The authors emphasize the fact that other uro- 
genital diseases such as stricture, folliculitis and pros- 
tatitis may be present and, when practicable, should 
be cured before vasotomy is attempted. 

When the vesicle symptoms are urgent, vasotomy 
wed be done first and the other conditions treated 

ater. 

Vasotomy should be done with every epididotomy 
in order to prevent the recurrence of complications. 

The technique of the operation is well presented 
graphically. Harry CULver. 


SURGERY OF THE EYE AND EAR 


EYE 


Wiener, M., and Sauer, W. E.: A New Operation for 
the Relief of Dacryocystitis through the Nasal 
Route. J. Am. M. Ass., 1920, lxxv, 868. 


The authors review a score of operations, all of 
which are very similar, and describe their own 
procedure in detail. The principal difference be- 
tween their operation and the others is that they 
pay particular attention to the removal of bone 
low down on the nasal wall of the sac so that every 
portion of the sac or duct will drain readily. Fol- 
lowing the operation they cauterize the wound in 
the nose with silver nitrate and pass Bowman 
probes in order to keep the opening as large as 
possible until it is healed. 

The article contains the reports of six selected 
cases and a summary of some of the unfavorable as 
well as the favorable results. T. D. ALLEN. 


Roth, H. H.: The Conservative Treatment of Pene- 
trating Injuries of the Eyeball. 
Surg., 1920, xxxiii, 280. 

Roth makes the assertion that many eyes have 
been removed without cause. He states that sym- 
pathetic inflammation, though not a common 
complication, is a source of grave danger, but the 
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fact that in these days an eye can be removed at 
almost any time by any surgeon is a reason for pro- 
ceeding slowly. 

Too much emphasis cannot be laid upon the im- 
portance of X-raying an injured eye if there is any 
suspicion that the injury was caused by a foreign 
body. Non-operative treatment consists largely in 
keeping the patient in bed and instituting aseptic 
and antiseptic measures. Special mention is made 
of hexamethylenetetramine. 

Roth describes his technique in excising protrud- 
ing visci and other operative procedures. 

T. D. ALLEN. 


Dancy, A. B.: The Removal of Magnetic Foreign 
Bodies from the Vitreous. Internal. J. Sury., 
1920, xxxili, 282. 

The first removal of a foreign body from the 
vitreous was done by von Graefe only 65 years ago. 
Consequently such surgery is of comparative recent 
date. In Dancy’s cases fully 50 per cent of foreign 
bodies in the eye were magnetic. He states that the 
absence of objective as well as of subjective signs of 
injury is thoroughly unreliable in the diagnosis of 
foreign bodies within the globe. 

The use of the giant magnet in the diagnosis is 
dangerous as by this means the foreign body may be 
pulled into contact with the ciliary body or lens, 
in which case a sympathetic ophthalmia or pro- 
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longed and intractable cyclitis or uveitis may re- 
sult. If the exact position of the foreign body has 
been shown by the ophthalmoscope or the roentgen 
ray, however, the giant or the hand magnet may be 
used judiciously with great benefit. The foreign 
body can be drawn forward through the ciliary ring 
only when it is small and smooth. In practically 
every case the posterior route is indicated in the 
operation. 

Dancy gives the operative procedure in detail and 
reports two case histories. T. D. ALLEN. 


Hippel, E.: Further Experience Regarding the Re- 
sults of Decompression Operations in Cases 
of Choked Disk (Weitere Erfahrungen ueber die 
Ergebnisse der druckentlastenden Operationen bei 
der Stauungspapille). Arch. f. Ophth., 1920, ci, 362. 


The author reviews cases reported by his father 
and himself previously and adds new material 
including 26 cases of palliative trephination, 3 cases 
of ventricle puncture, 8 cases treated by repeated 
lumbar puncture, and 9 cases in which a radical 
operation was performed. 

Of the patients treated by palliative trephination 
only 1 died of the operation and this patient was in 
very poor condition before the operation. Sixteen 
died within three and one-half years, and 9 within 
the first nine months of the operation. The rest 
were benefited as far as vision was concerned. 

Of the 14 patients treated by ventricle puncture 
2 died three months after the operation; the choice 
of operation was incorrect as cysts were found. 
In 7 cases the vision was so greatly impaired before 
operation that a successful outcome could not be 
expected. Recovery took place in only 1 case. 

In the 5 cases in which ventricle puncture was 
combined with trephination the results confirmed 
the impression that the latter is the more effective 
procedure and that ventricle puncture is indicated 
especially in the iris stage of choked disk. 

The 9g radical operations were performed for 
tumors of the cerebellar-pontine angle in 3 cases, 
for a suspected tumor (which was not found at opera- 
tion) in 1 case, for cysts in 2 cases, for a frontal tumor 
in 1 case, and for brain abscess in 1 case. 

Among the cases treated by lumbar puncture 
was 1 case of choked disk which cleared up fourteen 
days after the first puncture. Five patients re- 
covered, 3 of whom had severe injury of the optic 
nerve. Lumbar puncture is indicated particularly 
when acute visionary disturbances develop as in 
such cases, asa rule meningitis rather than a tumor 
is present. 

Hippel emphasizes the importance of immediate 
operation even when the vision is normal for usu- 
ally if the vision is the least impaired it cannot be 
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restored. A properly performed trephination, if 
timely, is not associated with great danger and in 
many cases gives considerable relief. In cases of 
bulbar lesions recovery may be brought about by 
operation when otherwise blininess and death 
would ensue. In cases of acute sudden loss of vision 
lumbar puncture is necessary. In cerebrospinal 


lues and choked disk lumbar puncture may be done; 
decompression operations are indicated only ex- 
ceptionally. 


BRUECKNER (Z). 


Toeroek, E.: The Results Obtained with Mueller’s 
Resection of the Sclera in Detachment of the 
Retina Due to High Myopia. Arch. Ophth., 1920, 
xlix, 506. 


The author states that practice and experience 
are necessary before satisfactory results can be 
obtained with the operation under discussion but 
that any one who can perform a cyclodialysis with- 
out puncturing the choroid will be able to master 
it after having performed it a few times. It is not 
such an extensive or dangerous operation as it 
appears. From the results in 15 cases it is evident 
that the visual accuity is not increased but is main- 
tained, the detached retina in practically every case 
remaining re-attached for several years except 
for small, shallow, stationary detachments. 

T. D. ALLEN 


EAR 


Clay, J. V. F.: A Clinical Consideration of Acute 
Mastoiditis with Special Reference to the 
Indications for Surgical Intervention. Hahne- 
man. Month., 1920, lv, 559. 


While acute mastoiditis is invariably present in 
every case of acute otitis media, not every case goes 
on to abscess formation and bony necrosis. The 
latter contingency is influenced by: (1) the patient’s 
resistance, (2) the virulence of the infection, (3) the 
type of the mastoid, and (4) the adequacy and time 
of treatment of the middle ear infection. 

Following a detailed discussion of these four 
factors the author states that the mastoid should 
be opened when adequate drainage cannot be ob- 
tained through the aditus, tympanic cavity, and 
ear drum, and when, though drainage may be free, 
there are symptoms of extension or threatened ex- 
tension through either of the bony plates. 

Insufficiency of drainage is indicated by: (1) 
mastoid tenderness, particularly if such tenderness 
is persistent, late, or recurrent after free para- 
centesis; (2) persistence or an excessive amount of 
discharge; (3) changes in the drum head; and (4) 
changes in the canal wall. 

While the presence of several or all of these signs 
points to trouble, the absence of the majority is no 
proof that there is no necrosis. The X-ray may 
offer confirmatory evidence but is not to be relied 
upon exclusively as it is only a link in the chain of 
evidence. This applies also to elevation of the 
temperature. 


The author sums up the problem as follows: 

“We thus see that mastoiditis is a condition pre- 
senting varying phases and that every case is a 
law unto itself; that we are led to open one mastoid 
because of persistent tenderness in the face of free 
drainage through the ear; that we send another case 
to the operating table because the discharge con- 
tinues profuse in the presence of a free opening in 
the drum, even though there is no tenderness and 
especially if the time limit (from four to six weeks) 
is approaching. Another case is operated upon 
because the mastoid is tender and the temperature 
continues high after free drainage has been estab- 
lished from the middle ear. Another case is operated 
upon because of late or recurrent tenderness. The 
bacteriological findings in a given case may be a 
leading factor in determining the necessity for 
operation. We may operate quickly because the 
first time we observe the case there are symptoms 
of threatened or established extension. 

“We might multiply various combinations of 
circumstances leading us to operate and back of all 
our scientific deductions there is a factor in clinical 
medicine and surgery which is developed in each of 
us and which we term ‘diagnostic intuition.’ 
‘Good guessing’ we used to say of our teachers. It 
is good or bad as we have developed, but it is one 
factor in diagnosis that every clinician unconsciously 
uses very freely.” O. M. Rorr. 


Glogau, O.: Mastoidectomy (Perisinous Abscess, 
Exposure of Dura) Followed by Attacks of 
we Recovery. Laryngoscope, 1920, 
xxx, 566. 


The author reports a case of mastoidectomy for 
perisinous abscess which was followed by attacks 
of toxic insanity and recovery. Because of the fact 
that this condition simulated temporosphenoidal 
abscess, Glogau draws attention to the importance 
of investigating the patient’s psychic status before 
performing any operation, especially on structures 
near the brain. If such postoperative attacks of 
insanity then occur, it will be evident that mind 
rather than matter is at fault. Disregard of the psy- 
chic aspect of the problem may lead to the as- 
sumption that a temporosphenoidal abscess is the 
cause of the insanity and may be responsible for 
unnecessary exploration of the brain. 

In explaining this form of insanity the author 
states that two factors are operative, a combina- 
tion of somatic and psychic causes. By the toxic 
influences the repressed wishes and fears based on 
actual facts in the patient’s life immediately preced- 
ing the operation are aroused, thrust over the 
threshold of unconsciousness, and made manifest. 

O. M. Rott. 


Jordan, L. G.: Report of a Mastoid Series. 1///. 
Surgeon, 1920, xlvii, 310. 


This article is a report of a series of mastoid cases 
operated upon at the U. S. Naval Hospital, N. Y., 
during the first five months of the current year. 
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In all, there were 24 patients and 30 operations. 
The initial 24 operations were simple mastoid- 
ectomies. The others were: (1) secondary mastoid 
operations, 3; (2) operations for perisinous abscess 
with ulceration of the dura, 1; and (3) operations for 
sinus thrombosis and excision of the jugular vein 
which were performed upon the same patient on 
different days. 

The mastoiditis followed an acute purulent otitis 
media in 15 cases and an acute exacerbation of a 
chronic purulent otitis media in 8. 

The elapsed time from the onset of the acute 
purulent otitis media until mastoidectomy was per- 
formed varied from two to twenty days. In 16 
cases the average was eight days. 

Pain was present in 20 cases and absent in 4. 
Tenderness on pressure over the mastoid was 
positive in most instances. Fever was inconstant, 
being present only in about 50 per cent of the cases 
and ranging from 99.5 to 102.5 degrees. Sagging of 
the posterosuperior wall in the region of the tym- 
panic membrane and discharge were present in 
every case. The only evidence of mastoiditis in one 
instance was sagging of the posterosuperior wall 
and a very profuse discharge. 

In the order of frequency the organisms present 
were: (1) streptococci, (2) pneumococci, (3) mixed 
bacteria, and (4) staphylococci. Thickening over 
the mastoid was noted in 2 cases. 

Except in the cases of sinus thrombosis and peri- 
sinous abscess, the blood count averaged 9,000 with 
about 72 per cent of polymorphonuclears. 

The time elapsing from operation to discharge 
varied from forty-two to ninety days. Sixteen of 
the patients recovered normal hearing. In 4 cases, 


3 of which were originally cases of chronic sup- 
purative otitis media, the recovery of hearing 
amounted to 80 per cent. In the case of a man 68 
years of age it amounted to 50 per cent, and in 
another case to 40 per cent at the time of discharge 
from the hospital. O. M. Rorr. 


Barnhill, J. F.: Anomalous Sigmoid Sinus Throm- 
bosis, with Report of Cases. Med. Rec., 1920, 
xcviii, 388. 

Barnhill draws attention to the frequent occur- 
rence of cases of infection of the lateral sinus in 
which most of the typical symptoms and signs are 
absent. In some cases there may be no fever and 
in others no ear symptoms. Swelling and tenderness 
along the course of the jugular vein develop only 
in the late and fatal cases. 

In the author’s experience with 37 cases of sinus 
thrombosis, mastoid tenderness was absent in nearly 
50 per cent, and swelling of the neck along the vein 
was present only in the case of a patient who was 
generally septic, partially unconscious, and near 
death. Chills occurred in only 5 cases. Strabismus 
and other eye symptoms were rare. Only 16 of the 
author’s patients were examined for optic neuritis, 
but of these, only 2 had choked disc. The presence 


of an aural discharge is not a necessary symptom. 


Four cases are reported in detail. In all of them 
there was a trivial acute otitis which lasted but a 
few hours or days and was then forgotten or dis- 
regarded and not later connected with the serious 
illness which was manifested chiefly by a septic 
temperature and prostration. The diagnosis in these 
cases was made by excluding every other source of 
toxic infection. O. M. Rorr. 
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Bordley, J.: Optic Nerve Disturbances in Diseases 
of the Posterior Nasal Sinuses. J. Am. M. Ass., 
1920, Ixxv, 809. 


After discussing the anatomical basis of the 
various theories relative to the causal relationship 
between sinus disease and optic nerve disturb- 
ances, the author states that in the majority of 
instances the portion of the nerve originally in- 
volved is not the portion in the orbit but the portion 
held within the confines of the rigid optic canal. 
According to some authorities the basic cause of the 
involvement is cedema of the optic nerve canal with 
resulting venous stasis. Others point to the enlarge- 
ment of the blind spot as evidence of mechanical 
pressure and consequent interference with func- 
tion, while still others believe that the exciting 
factor is the direct transmission of toxins from the 
sinuses into and around the vein of Vossius and the 
capillaries supplying the central bundle. 

In the author’s opinion none of the theories men- 
tioned is entirely satisfactory. Cases have been 
seen in which it was evident from the rapidity of 
recovery that mechanical pressure alone was re- 
sponsible for the condition; others seem to come 
clearly within the definition of toxic amblyopia: 
while in still others it has been demonstrated 
anatomically that the trouble originated behind the 
optic foramen. 

Following a discussion of the svmptoms of optic 
nerve involvement and a report of several unusual 
cases the author comments as follows: 

“The conclusion of this report leads us to the 
reason for its presentation. It has been my fortune 
to see a fair number of optic nerve lesions produced 
by quite evident sinus disease, and it has also fallen 
to my lot to meet more than a few which could be 
determined only by close and repeated observations. 
There is, I believe, too frequent study of intranasal 
disease by physicians who judge the probability of 
ocular complication by the extent of the disease 
found; there are others who apparently conclude 
that, without visible evidence in the nose, it is fair 
to assume that no sinus disease exists. Often neither 
of these assumptions is correct, and they may lead 
to very serious consequences. When a general sur- 
geon stands between doubt and certainty as to 
intra-abdominal disease he generally plays safe by 
“looking” into the peritoneal cavity. Assuming 
that the operator is qualified, and assuming also that 
all other probable causes have been eliminated and 
that every means of diagnosis has been resorted to 
I will suggest that when you are face to face with a 
serious optic nerve disturbance the part of con- 
servatism and good judgment requires an opera- 
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tive exploration of the ethmoidal and sphenoidal 
cells. I feel quite confident that visual disturbances 
are frequently the first suggestions of serious sinus 
disease which may eventually lead to blindness or to 
death. It is only fair, then, to heed the warning 
and eradicate the disease before it has impaired 
function or destroyed life.” O M Rort 


White, L. E.: The Diagnosis of Accessory Sinus 
Disease Causing Loss of Vision. Laryngoscope, 
1920, XXX, 551. 


Of the 22 patients whose cases are reviewed 3 
were not operated upon. The first of these 3 re- 
mained permanently blind, the second died from 
sarcoma, but the third, who was improving when 
first seen, recovered under local treatment. 

In the 19 cases operated upon improvement 
resulted in all but 2. In one of the 2 exceptions the 
eye had been practically blind for some months, 
and in the other, in which the condition had been 
present for five weeks, there was slight improve- 
ment at first, but optic atrophy due to pressure 
resulted. 

Normal vision was obtained in 8 cases. In 4, there 
was marked improvement, but some atrophy. In 5 
cases the improvement was only slight because of 
the chronic nature of the disease and the delay in 
operating. 

In 3 cases there appeared to be a direct extension 
of the infection. In 6, the toxemia from pus seemed 
the chief of factor. Hyperplasia appeared the pre- 
dominating lesion in 13 cases. In 7, the nasal 
examination was negative. In 6, the X-ray findings 
were positive. Negative findings, however, do not 
contra-indicate operation. 

The middle turbinate was removed in all the 
cases operated upon and the sphenoid opened in all 
but one. The posterior ethmoid cell was opened as 
a matter of routine. 

In many cases the changes in the nose are so 
slight that it is nearly impossible to detect them. 

The author does not hesitate to operate on a 
nose which appears perfectly normal if the symptoms 
are those of pressure on the nerve and other possible 
causative factors can be excluded. 

Although in some cases recovery may result 
spontaneously, operation must not be deferred too 
long as irreparable damage may soon be done. 
When the condition follows an acute rhinitis, the 
loss of vision is not complete, and the pressure 
on the nerve is not so great as to endanger its 
vitality radical measures may be deferred for a 
while, but as the period in which an operation can be 
of benefit is brief care is necessary in differentiating 
the types which may and may not lead to sponta- 
neous recovery. O. M. Rott. 
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Lopez, C. J.: Nasopharyngeal Tumors and Their 
Treatment (Tumores de la nasofaringe y su 
tratamiento). Repert. de med. y cirug., 1920, xi, 507. 

Lopez divides nasopharyngeal tumors into two 
classes: (1) the malignant, including epitheliomata 
and sarcomata, and (2) the benign, including cysts, 
polyps, papillomata, enchondromata, lipomata, 
adenomata, and fibromata. The author’s study is 
limited to fibromata of the nasopharynx. 

Nasopharyngeal tumors occur very frequently in 
the male, but are rare in the female. They appear 
between the ages of 10 and 15 and are generally 
located in a rectangular area of the pharynx bounded 
anteriorly by the juncture of the vomer and sphenoid 
bones, posteriorly by the insertion of the anterior 
rectus muscle of the eye, and laterally by the pterygoid 
fossa. They may be found, however, at any point in 
the nasopharynx where fibrous tissue is present 
normally. The tumor consists of fibrous tissue with 
cells in varying degrees of differentiation; the least 
differentiated cells resemble those of sarcoma and 
may become malignant or undergo cystic degenera- 
tion. 

Early symptoms consist of slight difficulty in 
breathing, mucous nasal discharge, repeated epistax- 
is, and frontal headaches. Later the patient becomes 
a mouth breather; the voice is modified by a nasal 
twang; the nasal secretions are abundant; epistaxis 
becomes more frequent and profuse; unilateral or 
bilateral deafness usually develops; taste and smell 
are affected; and ear-aches and headaches are very 
severe. In the final stage of the disease the tumor 
invades the pharynx and the nasal passages, and by 
pressing on the roof of the mouth eventually grows 
into the buccal cavity. Invasion of the maxillary 
sinuses gives rise to epiphora and lachrymation; 
pressure on the orbit may cause exophthalmos and 
blindness; and the brain may be invaded through 
the base of the skull. 

Fibromata of the nasopharynx should be differen- 
tiated from: (1) adenoid tissue, (2) polyps, which are 
pedunculated, (3) epitheliomata and sarcomata, and 
(4) abscess from cervical Pott’s disease pointing into 
the pharynx. 

Treatment by electrolysis, which consists in 
shutting off the circulation of the tumor at its base, is 
a slow means of cure. Fatal hemorrhage may follow 
the removal of the growth by the electric cautery. If 
pedicled, the tumor may be excised in certain cases 
by means of a snare, or curettage may be done. 
Operation should be performed under local or 
chloroform anesthesia. 

There are two methods of approach to the tumor. 
To obtain exposure of the maxillary, the sphenoidal 
and frontal sinuses, and the orbit an incision dividing 
the upper lip may be made along the side of the 
nose. Both the roof and the floor of the maxillary 
sinuses are destroyed. This method may be used 
when the sinuses have been invaded. A better 
method is to remove the tumor through the pharynx 
and nasal fosse regardless of its size. 

Pio BLANco. 


Sonnenschein, R.: Radium in the Treatment of 
Malignant Tumors of the Nose and Throat; 
Its Use and Possible Abuse. J. Am. M. Ass., 
1920, lxxv, 860. 


The author reviews the literature regarding the 
use of radium in the treatment of malignant tumors 
of the nose and throat and reports a case. 

In a brief discussion of the physics of radium it is 
stated that the radio-active bodies form a series of 
three, uranium, actinium, and thorium series. In 
these the atoms are supposed to be unstable, dis- 
integrating finally into stable substances. Radium, 
the most important member of the uranium series, 
diminishes one-half in weight over a period of 1,700 
years. In its breaking down alpha particles and a 
gas called niton or radium emanation are formed, 
the latter in turn emitting beta and gamma rays. 
The burning action of secondary rays is prevented 
by covering the tubes and applicators with rubber. 
Platinum, silver, lead, and aluminum filter out 
alpha and soft gamma rays. 

In the use of radium salts themselves the unit is 
the weight of the salts, while in the case of the 
emanation it is the curie or amount of radium 
emanation in equilibrium with 1 gm. of radium 
element. 

As to dosage, Colwell and Russ state: ‘‘Unde- 
sirable damage is eliminated by keeping the quan- 
tity factor low in the case of the columnar-cell 
— and vice versa in the squamous-cell com- 
plex. 

Radium emanation is applied chiefly in glass or 
metal tubes which are sometimes needle-shaped to 
facilitate their insertion into the tissues. The sur- 
rounding tissue is protected by a lead screen. The 
effects of the application of radium are dependent 
upon the amount used, the duration of the exposure, 
the distance of the applicator from the tissues, and 
the character oi the filters employed. 

The exposure of tumors to beta or gamma rays 
causes marked inhibition in the growth of the 
younger cells. To penetrate deeply into the tissues 
gamma rays are necessary. Prolonged exposure or 
insufficient filtration may cause sloughing. With 
proper exposure, fibrous tissue is formed after a 
slowly subsiding inflammatory reaction and, on 
contracting, this cuts off the blood supply and 
causes atrophy. 

Radium is recommended both before and after 
operation. In cases of malignancy of the nose and 
throat it is used, judging from reports, regardless of 
whether operation is contemplated or not. 

It appears that the destructive action of radium 
is more marked in tumors of mesodermal origin 
(sarcomata) than in those of ectodermal origin 
(carcinomata). The result is less marked especially 
in the squamous-cell type of carcinoma and hence 
treatment of new growths of the lingual and buccal 
mucosa is apt to be disappointing. 

As compared with the roentgen ray, radium has 
the following advantages: it produces a greater re- 
action with less injury to healthy tissues, it is easily . 
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applied by means of small applicators, it is portable, 
and it may be used with facility in cavities such as 
the nose, mouth, and larynx. 

Under complications incident to the use of radium 
are mentioned perforation of the hard palate, acute 
and chronic dermatitis (the latter may undergo 
malignant change), telangiectases, and radium 
toxemia which occasionally has a fatal outcome. 

Of 439 patients with malignancy of the nose and 
throat whose cases have been reported by various 
authors 17 per cent were apparently cured and 4 per 
cent were free from symptoms for one or more 
years. The condition of 24 per cent was improved, 
while that of 42 per cent was unimproved. No 
differentiation was made as to carcinoma or sar- 
coma. In general, it appears that the sarcomata, 
especially those of the nasopharynx, reacted favor- 
ably, while carcinomata, usually those involving the 
larynx and tongue, reacted less favorably. In the 
author’s case a sarcoma involving the right tonsil, 
both faucial pillars, and the soft palate was appar- 
ently cured. 

While the future of radium therapy is bright, 
caution in reporting cures is advised. Recurrence 
should be watched for over periods varying from 
two to five years. Those who report cases should 
give the details regarding the preparation used, the 
method of application, the duration of the ex- 
posure, etc. Radium is of great value before, and 
certainly after, operation, and in inoperable cases 
relieves pain, hemorrhage, and discharges. Sar- 
comata respond especially well, carcinomata less 
well. The squamous-cell types of epithelioma are 
scarcely amenable to radium treatment. Radium 
has many advantages as compared with the roent- 
gen ray, especially in nose and throat work. 

The complications are less common than might be 
expected and consist chiefly of burns. The diagnosis 
of malignant cases should be made by a competent 
laryngologist and the treatment administered by him 
alone or in conjunction with a radiologist. Only in 
this manner will it be possible to obtain correct 
statistics and reliable results. 


Chubb, G.: A New Method in Rhinoplasty. Lancet, 
1920, CXCIX, 354. 

Chubb’s new method of rhinoplasty was used in 
the case of a patient with a gunshot injury of 
the nose. The tip of the nose, the anterior part of 
the septum, and the whole of the columnella had been 
destroyed. The nasal bones, however, were intact 
and the greater part of both ale was present, lying 
flat upon the face. 

At the first operation a transverse tubed pedicle 
was made on the left side of the chest immediately 
below the left breast. Later a piece of cartilage 
taken from the rib was shaped and placed beneath 
the skin of the upper end of the pedicle and the 
other end was attached to the left forearm. Several 
weeks later, after the collateral circulation had been 
established through the new attachment, the upper 
end of the pedicle was attached to the nose. 


Fig. 1. Transverse tubed pedicle showing upper and 
lower attachments and cartilage implant in upper end. 
wt 2. Flap and cartilage implant sutured in place on 

nose. 


Fig. 3. A. Hinge flap turned down to form a new 
lining for the nose. B. Cartilage-bearing end of the tubed 
pedicle showing the two tongues of the flap. 


To prepare the nose for the new flap a medial in- 
cision was made at the tip, separating the ale, and 
a flap formed by a circular incision just above was 
turned down. The flap was sewed in place to form a 
new nasal lining and the free cartilage-bearing end 
of the tubed pedicle, trimmed with two tongues, was 
placed over the nose. The large tongue was used to 
cover the raw area left by the flap turned down 
from above, and the small tongue was sutured to the 
lower border of the inverted flap and the intra-nasal 
lining of the cut tips of the ale. 

A columnella was then formed from the outer 
portion of the upper part of the pedicle. The stitches 
were left untied until all of the flaps were in position 
and then were tied and left long. 

The author’s illustrations show a very good result 
several months after the operation. The implanta- 
tion of the cartilage on the chest and its elevation 
to the face by means of a pedicle borne on the arm 
has several advantages over methods previously 
employed. Complete absence of scarring about the 
face, neck, or breast is assured, absolute symmetry 
can be maintained, and the skin and cartilage im- 
plant may be prepared satisfactorily before there 
is any interference with the face. F. K. HANSEL. 
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Yorke, C.: Anzsthesia in Tonsil and Adenoid 
Operations. Brit. M.J., 1920, ii, 318. 


In children less than 14 years of age nitrous oxide 
anesthesia affords ample time for the enucleation 
of the tonsils and the removal of adenoids; the per- 
formance of the entire operation, which is described 
by Yorke in detail, occupies not more than twenty 
minutes. The child is then able to sit up almost 
immediately, consciousness returns, and hemor- 
rhage is quickly arrested because of the upright 
posture. The only untoward occurrence is sudden 
cessation of breathing when there is overgagging; 
this can quickly be relieved by easing the gag. In 
about 6,000 children operated on by Yorke under 
gas there were no fatalities. Co-operation on the part 
of the anesthetist, the nurse, and the doctor is 
essential. 

For operations on adults local anesthesia induced 
with 10 per cent cocaine on the pharyngeal wall, the 
fauces, and the soft palate, and 2 per cent novocaine 
solution injected into both pillars is advocated. The 
operative technique is given in detail with illustra- 
tions. The advantages claimed for local anesthesia 
as compared with general ether anesthesia are: 

1. The patient sits in an upright position in front 
of the operator. 

2. The tongue lies quietly and the reflexes are 
abolished. 

3. The operation may be deliberate and fre- 
quently interrupted to allow the expectoration of 
blood. 

4. Hamorrhage is much less and may be easily 
controlled by pressure or with a clamp. 

5. There is absence of postoperative malaise and 
prostration. R. M. Nicuots. 


Rosenblatt, S.: A Simple Bloodless Tonsillectomy 
with a Simple, Safe, Local Anesthesia. 
Laryngoscope, 1920, Xxx, 576. 


The method of tonsillectomy described is the 
method advocated by J. C. Beck of Chicago. 

The local anesthetic used is 1 per cent novocaine 
with 10 drops of 1: 1000 adrenalin added to 15 ccm. 
of the fresh solution. Instead of the ordinary tonsil 
syringe with the short dental needles, the author 
employs a 5- or 10-ccm. Luer glass syringe witha 
fine-gauge slip-on needle at least 144 in. long. 
Preliminary swabbing of the pharynx is not advo- 
cated and the injections are not made into the 
pillars as is usually the case. Instead, the needle is 
plunged about 1 in. deep outward, upward, and 
backward immediately above the point where the 
two pillars meet so that it reaches an area just ex- 
ternal to the highest point of the superior pole or 
supratonsillar fossa. 

The second stab is made about 5 mm. external to 
the middle of the edge of the anterior pillar, being 
directed slightly outward so as to bring the point 
of the needle either within the layers of the capsule 
or slightly external to them. The two stabs are 


then repeated on the other side. About 2.5 ccm. are 
injected into each area, making 10 ccm. for the four 
stabs. After the last stab the operation may be 
begun immediately on the tonsil first injected. 

For the tonsillectomy itself three instruments are 
used: a tongue depressor, a tenaculum, and:a Beck 
snare. In the removal of the right tonsil the snare 
is held in the right hand and the tongue depressor 
in the left hand. The fenestrated portion of the 
snare having been passed beneath the inferior pole 
of the tonsil and the tonsil lifted up in its bed, the 
tongue depressor is removed. The snare loop is 
then almost horizontal, but is tilted very slightly 
anteriorly and externally, the part of the ring 
nearest the posterior pillar being highest. The 
thumb of the left hand is then hooked under and 
around the shank of the snare loop to afford lever- 
age against the pressure of the index finger of the 
same hand with which the operator forces the tonsil 
through the loop by massaging against the anterior 
pillar. As soon as this pressure between the thumb 
and index finger has been begun the instrument is 
tilted more toward the front and slightly externally 
so that the loop is moved from the horizontal to the 
vertical position. As soon as the hard ring of the 
loop is felt through the anterior pillar with the index 
finger of the left hand the wire loop is pulled up 
snugly so that it firmly engages the tonsil. The 
tonsil is then slowly snared off. O. M. Rorr. 


MOUTH 


Machat, B. B.: The Causes, Prevention, and 
Treatment of Prolonged Pain Following Ex- 
traction and Oral Surgical Operations. Denial 
Cosmos, 1920, |xii, 1043. 


The author states that the constant factor caus- 
ing postoperative pain is pressure. Pre-operative 
acute, diffuse inflammation of the peridental tissues, 
a most potent cause of prolonged postoperative pain, 
should be treated by palliative measures followed 
by surgical interference as indicated after the tissues 
have become quiescent. 

Machat advocates local anesthesia, i.e., con- 
duction anesthesia, whenever possible, induced with 
novocaine suprarenin solution. The operative field 
must be kept clean during the operation by packing 
the back of the mouth and the openings of the 
salivary ducts, and by drying the field of operation 
and painting it with aconite and iodine. 

Granulomata or cysts should be removed by 
curettage. The mandibular first molar should be 
removed in an unbroken arch, the crown being 
excised first, and the roots then separated and 
extracted by cutting through the buccal plate. 
Following this operation the author covers the 
wound with a light dressing and sutures the flap. 

Factors which cause postoperative pain are dress- 
ings left in too long, a fractured external plate left 
unreduced, involution of the gum tissue over the 
alveolar borders, and a traumatized adjacent tooth 
or wound. In some cases there may be pain in 
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edentulous jaws accompanied by sleeplessness and 
sometimes emaciation dating back to the time of 
the operation. This operation may have been done 
months before and an extraction wound may have 
been kept from healing properly by traumatism 
from the opposing teeth. The remedy is the use of 
a plate. 

Mention is made of the prolonged anesthesia 
mesial to the site of the operation which sometimes 
follows conduction anesthesia of the mandible and 
is due to nerve injury. 

When the pain is caused by infection, pus or 
sloughing, tenderness, glandular involvement, coated 
tongue, foul breath, etc. are present. In such cases 
free drainage, stimulating irrigations, ice packs, 
hot foot baths, purgatives, liquid diet, and rest are 
indicated. 

Whenever the operative data are not clear the 
parts should be studied with the X-ray and a 
search made for a remaining root or granuloma. 

Pain in dry sockets may be overcome by the 
formation of a second blood clot. 

In conclusion Machat refers to the reaction which 
may take place after the extraction of numerous 
teeth at the site of a closed focal infection or of even 
healthy teeth in a pyorrhoeal environment. In such 
cases there is danger of streptococcemia as the 
bacteria of these dental foci are usually strepto- 
cocci. Louis SCHULTZ. 


New, G. B.: Mixed Tumors of the Throat, Mouth, 
and Face. J. Am. M. Ass., 1920, Ixxv, 732. 


Mixed tumors of the head and neck are found 
most often in the parotid or submaxillary regions 
in association with the salivary glands, and on this 
account are usually called mixed tumors of the 
salivary glands. They may occur in various parts 
of the throat, mouth, and face, however, and it 
would seem that they are in no way related to the 
salivary glands. 

The recent enlargement of a previously existing 
tumor usually causes the patient to seek au ex- 
amination. Almost one-half of the 68 tumors in the 
author’s series had been present for more than five 
years, and the greatest length of time was forty 
years. Fifty of the growths examined were in the 
parotid, 5 in the submaxillary region, 13 in the 
pharynx, 4 in the larynx, 4 in the palate, 2 on 
the upper lip, 1 in the sublingual region, and 1 in 
the cheek. 

A mixed tumor shows clinically a hard nodular 
surface with the feel of a malignant growth. In the 
pharynx it may bulge the soft palate or cause 
dysphagia and dyspnoea. In the parotid region it is 
usually freely movable at first but later becomes 
fixed behind the angle of the jaw where it may cause 
injury to the facial nerve. The glands are rarely 
involved previous to operation, and when they are, 
are not markedly malignant. 


The etiology of mixed tumors is obscure; most 
writers consider them endotheliomata, while some 
believe that they arise from the salivary glands. 
In support of the latter theory Frazier states that 
they arise from the injured ducts of the salivary 
glands. The fact that they are encapsulated and 
not connected with the glands seems to disprove the 
theory. If trauma were a factor these growths would 
be more common in the submaxillary glands which 
are more often affected by calculi and inflammation. 
The theory that they arise from abnormal tissue 
inclusions during life or the embryonal period seems 
to be more substantial. Grossly the growths show 
an encapsulated, rounded, smooth, and lobulated 
mass. Those which grow slowly are hard, while 
those which grow rapidly are soft. On section they 
are granular and may show cystic areas filled with 
serum. Microscopically they are composed of con- 
nective tissue and epithelium in tubular form. The 
majority also contain cartilage. 

The diagnosis must be based on the microscopic 
examination, but the condition is not difficult to 
diagnose clinically. The hard, slowly growing 
tumor which has been present for several years is 
characteristic. When first noticed it is usually freely 
movable and 1% to 1 cm. in diameter. In the palate 
and pharynx it may simulate a fibroma, and in the 
parotid, a tuberculous or inflammatory gland. 

Surgical treatment is necessary as the growth does 
not respond to radium. Tumors in the pharynx 
may be removed through the mouth or the sub- 
maxillary and submental regions. A fixed tumor 
may be removed only in parts, and if it is fixed to 
the bone, the soldering irons should be used. As a 
rule it may be removed by making an incision down 
to the capsule and shelling out the whole mass. In 
operations on mixed tumors of the parotid the 
facial nerve may be injured. In recurring tumors 
of this gland it may be necessary therefore to remove 
both the parotid and the facial nerve. These tumors 
are potentially malignant and when they recur 
after complete primary removal they may metas- 
tasize and it may be necessary to perform a block 
dissection of the neck. 

Replies to questionnaires were received from 45 
of the 68 patients. There was one recurrence in 34 
cases in which a primary operation had been done. 
Eight of the remaining 11 are free from recurrence. 
Permanent facial paralysis occurred in 1 case of the 
group of 34 in which primary operations had been 
performed. 

The type of tumo: under discussion should not 
be classified as a mixed tumor of the salivary glands 
until there is some evidence to show its relation to 
these glands. It may be present in the throat, 
mouth, and face. A favorable prognosis depends 
on its complete removal at a primary operation as 
the percentage of recurrence following such removal 
is very small. F. K. Hanset. 
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